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INTRODUCTION 


This booklet is intended as a reference guide for supervisors. Parts 
I through X of this booklet contain information on those areas 
supervisors are most likely to deal with, Part XI contains a brief 
description and copies of the most frequently used compensation 
forms, Appendix A contains a flowchart of the OWCP paper pro- 
cess and Appendix B contains a quick reference checklist which 
supervisors may use when dealing with an OWCP claim. 


Workers’ Compensation can be a complex area to deal with. Super- 
visors should carefully read this booklet in order to familiarize 
themselves with this program. However, this booklet should not 
be used as the only source of information on workers’ compensa- 
tion but should be used with FPM Chapter 810 and OPM Personnel 
Manual Chapter 810 which provide explicit guidelines on the Federal 
Employees’ Compensation Act. 


Any questions not covered by this booklet or FPM Chapter 810 


should be directed to the Employee and Labor Relations Branch 
(ELRB) of the Office of Personnel and EEO on 632-9154. 


. GENERAL 


The Federal Employees’ Compensation Act (FECA) is a 
workers’ compensation law that provides compensation and 
medical care benefits to civilian employees of the United 
States, regardless of the length of time on the job or the 
type of position held, and is granted for disability due to 
personal injury sustained while in the performance of duty 
or due to employment-related disease, The term “‘injury”’ 
also includes damage to or destruction of medical braces, 
artificial limbs, and other prosthetic devices which shall 
be replaced or repaired, and such time lost while such 
device is being replaced or repaired is compensable. The 
act also provides for payment of benefits to dependents if 
the injury or disease causes the employee’s death. 


The Federal Employees’ Compensation Act is administered 
by the Office of Workers’ Compensation Programs 
(OWCP), U.S. Department of Labor, The district office 
servicing the OPM Central Office is located at: 


U.S. Department of Labor 

Office of Workers’ Compensation Programs 
1100 L St., N.W., Room 9404 
Washington, DC 20211 


While the Department of Labor makes the decision 
to accept/reject a claim and administers the workers’ 


compensation program, all program costs are charged back 
to OPM on an annual basis. 


With any Workers’ Compensation Claim, 6 basic questions 
need to be considered: 


1. Does the claim meet the statutory time requirements of 
FECA? 

2. Is the claimant an employce within the meaning of the 
law? 

3. Did the employee, in fact, sustain an injury or disease? 

4. Was the employee in the performance of duty when the 
injury occurred? 

5. Is there a causal relationship between the condition 
claimed and the injury/disease sustained? 


6, Was the injury sustained by the claimant due to his/her 
willful misconduct, intoxication, or intention to bring 
about injury or death to oneself or another? 


Generally speaking, questions 1 through 5 must be 
answered in the affirmative and question 6 in the negative 
for a claim to be sustained by OWCP. 


. TRAUMATIC INJURY VS 
OCCUPATIONAL DISEASE 


OR ILLNESS 


Traumatic Injury is defined as a wound or other condi- 
tion of the body caused by external force, including stress 
or strain. The injury must be identifiable as to time and 
place of occurrence and member or function of the body 
affected; and be caused by a specific event or incident or 
series of events or incidents within a single day or work 
shift. 


Occupational Disease or Illness is produced by systemic 
infections; continued or repeated stress or strain; exposure 


to toxins, poisons, fumes, etc., or other continued and 
repeated exposure to conditions of the work environment 
over a long period of time. 


It is Not the Type of Medical Condition, but the Time 
Frame Claimed for Casualty which Determines 
Whether a Claim is for Traumatic Injury or Occupa- 
tional Disease. 


NEFIT 


OVIDED 


The following four types of benefits are provided under 
the provisions of the FECA program: 


A. Medical benefits 

B. Disability benefits 

C. Other benefits related to disability 
D. Death benefits 


These are explained in more detail below. 


A. Medical Benefits 


Compensation will be paid for first aid, medical treatment, 
hospitalization, and physician's fees, as well as for any 
prescription drugs, appliances, or other supplies directed 
for use by a qualified physician. Only original bills should 
be submitted to OWCP for payment. The employee is en- 
titled to the use of Federal medical facilities and physicians, 
but may utilize the services of the hospital and physician 
of his or her choice. One exception to medical care is that 
OWCP will not pay for any preventive treatment. Medical 
Care is discussed in greater detail in Part VI, below. 


There is no limit on the monetary amount of medical 
expenses paid, nor the length of time for which they are 
paid, as long as the need for medical treatment can be sus- 
tained and is related to the injury or discase sustained on 
the job, 


B. Disability Benefits 


Federal employees who suffer disabilities which are 
causally related to employment are eligible for one or 
more of several types of wage loss compensation. Dis- 
ability benefits are classified on the basis of the nature and 
extent of disability incurred, and are defined as temporary 
total, permanent total, or permanent partial. Each of these 
will be discussed in turn. Please note that payment of 
compensation under the FECA is based on work related 
disability. 


1, TEMPORARY TOTAL DISABILITY 


a. Continuation of Pay (COP) 

An employee who sustains a disabling, job related, 
traumatic injury is entitled to continuation of regular 
pay for the period of disability not to exceed 45 calen- 
dar days, i.e., the employee will continue to receive 
a paycheck from OPM for 45 days. COP should be 
recorded in the ‘‘other’? column on the time card. 
However, in no event shall this be construed as requir- 
ing continuation of a person’s employment beyond the 
date it would have terminated had the employee not 
been injured, provided the date of termination was 
established prior to the date of injury. 


If an employee elects continuation of pay, the agency 
must continue the employee’s pay unless the claim is 
controverted (challenged by OPM) for one of the nine 


statutorily specified reasons discussed in Part VIII 
below. Ifa claim for continuation of pay is denied by 
OWCP subsequent to the making of such payments, 
such payments shall, at the option of the employee, 
be charged to accrued sick or annual leave or be 
decmed overpayments of pay within the meaning of 
5 U.S.C. Section 5584, 


If the employee is injured on a day when he/she has 
already started his/her work day, (an employee is con- 
sidered to be in the performance of duty 1/2 hour 
before the start of and after the end of his/her tour of 
duty) and he/she stops work because of the effects of 
the injury, he/she must be put on excused absence for 
the remainder of that work day. The 45 day COP 
period begins on the following day. 


Example: John Doe's normal tour of duty is from 
8:00 a.m. to 4:30 p.m. At 9:30 a.m. on March 1 
John slips on a wet floor injuring his right knee 
and is unable to continue working. After receiv- 
ing a CA-1 and CA-16 he leaves the worksite to 
visit his doctor, He is granted excused absence for 
the remainder of March 1, and if he is unable to 
come to work, the 45-day period for COP begins 
on March 2. Thereafter, any part of a day where 
the employee stops work due to the injury is 
charged to the 45-day period. COP should be 
charged for weekends and holidays if the medical 
evidence shows that the employee was disabled on 
those days. If the employee is not immediately 
disabled as a result of the injury, the 45 days 
begins on the first day when disability begins. 


The OWCP regulations state that the first day of COP 
must be taken within 90 days from the date of injury. 
Using the example above, the last day on which John 
Doe would be eligible to begin COP would be May 
31, After that date, Doe would still be eligible for com- 
pensation, but not COP. 


In lieu of continuation of pay, an employee may use 
annual or sick leave to his/her credit at the time the 
disability begins. Election of COP or sick leave is 
recorded by the employee on the CA-1, 


When disability results from an occupational disease, 
OPM is not authorized to continue the employee's pay, 
The employee may choose to use sick or annual leave 
or enter a leave without pay status and claim compen- 
sation from OWCP. 


δ. Compensation 

If the traumatic injury disability continues beyond 45 
days, OPM shall terminate regular pay and compen- 
sation is payable through OWCP, Compensation is also 
payable through OWCP for an occupational disease or 
iliness, 


Compensation is generally payable at the rate of 2/3 
of the employce’s salary if there is no dependent; or 
3/4 of the salary if there are one or more dependents. 
Dependents includes a spouse, unmarried children 
under the age of 18, and dependent parents. 


Compensation for loss of wages is payable after a three- 
day waiting period. No waiting period is required when 
there is permanent injury or where the disability 
causing wage loss exceeds 14 days. In these cases, 
compensation will be paid for the three days, 
Example: Continuing with Doe's injury above, his 
45 day COP period, which began on March 2, 
ends on April 20. Doe's injury required surgery 
and per his doctor's instructions, he is not to return 
to work until May 16, Since his disability causing 
wage loss exceeds 14 days, his claim for lost wages 
will begin on April 21. However, if Doe were to 
return to work on April 25, his claim would be sub- 
Ject to the three day waiting period (since his wage 
loss is less than 14 days) and he would receive no 
compensation for April 21, 22, and 23. 
An employee can receive compensation as long as the 
medical evidence indicates total or partial disability and 
the employee suffers wage loss due to the injury. An 
employee receiving compensation benefits should be 
carried in a LWOP status. 


c. Leave Buy Back 

If an employee initially elects to take leave in lieu of 
COP and his/her claim for compensation is later 
approved, the employee may arrange to buy back the 
leave used and have it reinstated to his/her account, 
(Remember that an employee cannot receive pay for 
leave and compensation at the same time), The com- 
pensation to which the employee is entitled (either 2/3 
or 3/4 of his/her salary) would pay back most, but not 
al! of the buyback cost; the employee would have to 
pay back the difference (of either 1/3 or 1/4 of his/her 
salary), 


Example: Jane Doe a GS-4, step 1 Clerk who 
makes $13,248 a year, and who has 3 dependents, 
files a CA-2 claiming that while in the performance 
of her duties she developed a degenerative hand 
disease, She is hospitalized for treatment of this 
condition, thereby using 10 days of sick leave, Her 
claim is later accepted by OWCP. In order to 
receive compensation for the 10 days of missed 
work, Jane must first buy back her leave. To do 
So, Jane must pay back the difference between the 
sick leave paid - 3508.00 and the compensation 
she is entitled to - (75% of her salary) $381.00, 
or $127.00, 


An employee would file a claim for compensation on 
Form CA-7 while in leave Status, He/she would make 
arrangements through his/her supervisor and the 
Payroll office to buy back the leave, 


It should be noted that if leave is repurchased within 
the same year as the injury occurred, the employee’s 


W-2 forms will be amended to reflect the compensa- 
tion payment, which is excludable from taxable 
income. However, if the leave is repurchased in a μά 
tax year, retroactive adjustment is not allowed. The 
employee may, however, be able to declare a loss if 
he/she itemizes his/her deductions. The employee 
should be referred to the IRS for more information con- 
cerning this matter. 


2, PERMANENT DISABILITY 


The law provides both schedule benefits and compen- 
sation payments based upon loss of earning capacity 
for permanent effects of an injury. The effects may 
be total or partial in nature. Schedule benefits are 
awards for permanent impairment of certain internal 
and external organs (such as loss of use of an eye, arm, 
or loss of function or removal of a kidney due to an 
injury); or for serious disfigurement of the head, face, 
or neck, 


These awards provide compensation for a specified 
period of time based on the schedule contained in Sub- 
chapter 7 of FPM Chapter 810. 


Example: For total loss of an eye, the schedule 
award would be 160 weeks. The amount of com- 
pensation is computed by multiplying the indicated 
number of weeks (160) times 2/3 (without 
dependents) or 3/4 (with dependents) of the 
employee's pay rate, 
Schedule awards can be paid even if the employee 
returns to work. An employee may not, however, 
receive wage loss compensation and schedule awards 
benefits concurrently for the samc injury, If an 
employee sustains a period of temporary total disability 
during the course of the award, it may be interrupted 
to pay the period of disability; the schedule award will 
Tesume afterwards, 


Example: Tom Doe is injured on the job and suf 
fers total loss of an eye. He receives a schedule 
award of 160 weeks. He returns to work, but after 
42 weeks on the job has to be hospitalized for eye 
Surgery, His hospitalization and recuperation from 
the surgery takes 4 weeks, During this 4 week 
period the schedule award stops. Doe receives 
compensation for this period. When he returas 
back to work after the 4 week period, the schedule 
award resumes for the remaining 148 weeks, 


3, OTHER BENEFITS RELATED TO DISABILITY 


If the employee's condition requires a constant atten- 
dant, an additional amount not to exceed $500 per 
month may be allowed, 


OWCP may also arrange for vocational rehabilitation, 
where necessary; and in appropriate cases, can also 
arrange for special employment assistance, 


4. DEATH BENEFITS 


If there is no child eligible for benefits, the widow 
or widower'’s monthly compensation is 50% of the 


employee’s pay at the time of death, If there is a child 
or children eligible for benefits, the widow or widower 
is entitled to 45% of the pay and each child is entitled 
to 15%. If children are the sole survivors, 40% is paid 
for the first child and 15% for each additional child, 
shared equally. The total monthly compensation may 
not exceed the employee’s pay or 75% of the monthly 
pay of the highest step for a GS-15. 


Other persons such as dependent parents, brothers, 
sisters, grandparents and grandchildren may be entitl- 
ed to benefits. 


Funeral expenses, up to $800, are also provided, 


IV. TIME REQUIREMENTS 


FOR FILING 


Aa employee is required to give his or her official super- 
visor written notice of injury within 30 days after an injury 
is sustained in the performance of duty, COP will not be 
paid if no written notice on a CA-1 is filed within 30 days 
of the date of the injury, Compensation may also be denied 
if notice (oral or written) is not given within 30 days of 
the awareness of the injury or the date of exposure, 
whichever is later, or if the supervisor does not have actual 
knowledge of the injury. 


An injured employee is required to file a written claim for 
compensation within three years after the date of injury 
OF awareness Of the injury, whichever is later, before com- 
pensation may be paid, 


A supervisor should never Prevent an employee from sub- 
mitting a CA-1 or CA-2, In the event that the supervisor 
does not believe that the claim the employee is submitting 
meets the requirements for a valid workers’ compensation 
claim, then the supervisor should controvert — that is, 
dispute the claim, (see Section VIH, below). 
Exceptions: Detailed guidelines on exceptions to the above 
time limits are provided in FPM CHAPTER 
810, SUBCHAPTER 2. 


V. SUPERVISOR'S 
RESPONSIBILITY 


The key to the processing of any workers’ compensation 
claim is good communication between the supervisor and 
the employee regarding who is responsible for what. Only 
if both parties meet their obligations will a claim be pro- 
cessed correctly and promptly. All forms should be filed 
as early as possible and be fully completed prior to 
submission. 

While it is generally the responsibility of the supervisor 
and/or the employee to complete the necessary OWCP 
forms, these forms should not be submitted directly to 
OWCP. Rather, all forms must be submitted to the 
Employee and Labor Relations Branch, OPEEO. The only 
exception to this rule is with doctor’s reports, which the 
physician may submit directly to OWCP on the employee’s 
behalf. (Note, however, that this does not negate the 
employee’s responsibility to provide appropriate medical 
documentation to his/her supervisor). ELRB serves as 
OPM’s point of contact with OWCP on all worker’s com- 
pensation matters and will forward all OWCP forms to 
OWCP, In turn, OWCP contacts ELRB. If questions, etc. 
arise on a claim or additional information outside the 
standard forms is needed, OWCP may also directly con- 
tact an employee for additional information; a copy of any 
such request is sent to ELRB by OWCP. 


A. Traumatic Injury Cases 


1. Authorize Medical Care: Upon receiving notice that 
an employee has sustained a job-related traumatic 
injury, the supervisor should refer the employee to the 
Health Unit where the nurse will promptly authorize 
medical care, if appropriate, using Form CA-16, The 
injured employee has the option to initially select a duly 
qualified private physician or hospital in the area. The 
nurse will first telephone to see if the physician is 
willing to render treatment. If the physician is 
unavailable, the employee may select another physi- 
cian, (The term physician includes surgeons, 
osteopathic practitioners, podiatrists, dentists, clinical 
psychologists, optometrists, and chiroprators to the 
extent that their reimbursable services are limited to 
treatment consisting of manual manipulation of the 
spine to correct subluxation. If the nurse/health unit 
is not available, the supervisor will authorize medical 
care, using Form CA-16 by completing and signing 
the front of the CA-16. It is important to note that even 
if the claim is later denied, the initial doctor’s bill will 
be paid by OWCP. 


Written Notice: Provide the employee with FORM 
CA-1 for reporting the injury and upon receipt of the 
completed form, return to the employee the portion 
marked *‘Receipt of Notice of Injury‘. (This report may 
be completed by someone else on the employee’s 
behalf.) It is advisable to have the employee complete 
a CA-1 even if medical treatment or time off the job 
appears unnecessary at the time. The supervisor should 
instruct the employee to return the completed CA-1 
within two working days. 


Use of Leave or Continuation of Pay: If the injury is 
disabling, the supervisor must advise the employee of 
his/her right to elect continuation of regular pay or use 
annual or sick leave or leave without pay. As discussed 
in Part If, above, continuation of pay is not to exceed 
45 calendar days. Thereafter, the initial claim for com- 
pensation for lost wages is claimed on FORM CA-7. 
This form is to be completed by both the employee and 
the supervisor. For each subsequent pay period of 
absence, a Form CA-8 must be filed. Delays in com- 
pleting this (or any) form will result in delays of the 
receipt of compensation from ΟὟ ΟΡ, If the employee 
elects COP, the supervisor must advise the employee 
that he/she must submit prima facie medical evidence 
of a disabling traumatic injury within ten workdays of 
claiming COP or OPM will be allowed to terminate 
COP. The first day of COP claimed must fall within 
90 days of the date of the injury, or the employee will 
only be entitled to compensation. COP may run con- 
secutively or intermittently. However, if the latter, 
COP is to be used, as available, only within 90 days 
of the date on which the employee first returns to work. 


Controverting Continuation of Pay: Inform the 
employee whether the claim will be controverted, i.e., 
whether OPM will oppose or dispute the claim of injury 
and if so, whether continuation of pay will be ter- 
minated, and the basis for this action. (See Part VIII 
below.) Provide an explanation for controversion on 
the supervisor’s portion of Form CA-| or by separate 
narrative report, or both. In the absence of an explana- 
tion, OWCP may disregard the agency’s controversion 
claim. 


FORM CA-1, fully completed by both employee and 
supervisor, together with all other pertinent informa- 
tion and documents, must be submitted to the Employee 
and Labor Relations Branch, of the Personnel Office 


6. 


by the supervisor within two (2) working days follow- 
ing the supervisor's receipt of the form from the 
employee. If the form is not fully completed, OWCP 
will not process the claim. ALL WORKERS COM- 
PENSATION FORMS MUST BE SUBMITTED TO 
OWCP THROUGH ELRB. A supervisor should main- 
tain a copy of each completed form in his/her files for 
reference. Employees should be encouraged to retain 
copies as well. 

Advise the employee of his/her obligation to return to 
work as soon as possible and keep the agency inform- 
ed of his/her medical status by submitting medical 
reports on Form CA-17 every 2 weeks. The CA-17 
should be submitted by the employee to his/her super- 
visor, who in tum, should submit a copy to ELRB, 
Supervisors should stress to the employee that he/she 
bears the burden of providing medical documentation 
of the injury and that failure to meet this burden could 
result in loss of possible benefits, Additionally, the 
employee should be informed that should OPM be 
notified by the attending physician that the employee 
has partially recovered from his/her injury, a light duty 
assignment may be offered to the employee, 


Make any additional reports that OWCP may require 
after the initial claim is filed, including filing a Form 
CA-3 when the injured employee returns to work or 
when his/her disability ceases, 


In Traumatic Injury Cases, Some or All of the 
Following Forms Will be Necessary (Listed in 
Chronological Order as They Would be Used): 


CA-16 - Request for Examination and/or 
Treatment 

CA-L - Notice of Traumatic Injury 

ΓΟ Α.7 - Claim for Compensation 

ΟΑ-20 - Attending Physician’s Report 

CA-17 - Duty Status Report 

CA-8 - Claim for Continuing Compensation 

CA3 Ce Report of Termination of Disability 


Occupational Disease Cases 


. Notify the Employee and Labor Relations Branch 


(ELRB), OPEEO: Upon receiving notice that an 
employee has sustained an occupational disease, the 


2. Written Notice: Provide the employce with FORM 


"- 


CA-2 for reporting the occupational disease and upon 
receipt of the completed form, return to the employee 
the portion marked ‘Receipt of Natice of Injury.’ 


Obtain Medical Evidence: Advise the employee to fur- 
nish supporting medical and factual information 
requested on the instruction sheet attached to the CA-2, 
as well as the appropriate CA-35A Form. This infor- 
mation should, if possible, accompany the form when 
it is submitted to the Employee and Labor Relations 
Branch or be provided as soon as possible thereafter, 
Submission of the form to ELRB should be made 
promptly. 

Claim for Compensation; Advise the employee of the 
tight to elect sick or annual leave, as Necessary, 
pending adjudication of the claim by the OWCP, The 
claim should be filed on a CA-7, 

Make any additional reports that OWCP 
after the claim is filed. 

In Occupational Disease Cases, Some or All of the 


Following Forms Will be Necessary (Listed in 
Chronological Order as They Would be Used): 


may require 


CA-2 - Notice of Occupational Disease 

CA-16 - Request for Examination and/or 
Treatment 

CA-35A- Evidence in Support of a Claim for 
Occupational Discase 

ΟΑ-7 -' Claim for Compensation 

CA-20 - Attending Physician's Report 

CA-8 - Claim for Continuing Compensation 

CA-3 - Report of Termination of Disubility 

DEATH 


Report Employment-Related Death: Immediately upon 
knowledge of an employment-related death of an 
employee, the supervisor should notify the ELRB, who 
will in turn notify the OWCP, Dependents are required 
to file a claim for compensation for death within the 
Specified time, with the exception that the timely filing 
of a disability claim because of an on-the-job injury 
will satisfy the time requirements for a death claim 
based on the same injury. Form CA-6 is used to file 
a death claim, 


In Employment-Related Death Cases, One or Both 
of the Following Forms Will be Necessary: 


CA-6 - Official Supervisor’s Report of 
Employee's Death 

- Claim for Compensation by Widow, 
Widower, and/or Children 


CA-5 


VI. REPRESENTATION 


A claimant may be represented by a union official or by claim for payment of legal services or for other services 
another person on any matter pertaining to an injury or tendered in a case, claim or award of compensation shall 
death occurring in the performance of duty. This represen- be valid unless approved by OWCP. 

tation should be authorized in writing by the claimant. No 
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VII. MEDICAL CARE 


An injured employee is entitled to first aid and medical care 
for an injury; this includes hospital care when needed, The 
medical care is to be provided by a United States medical 
officer or hospital, or any duly qualified local physician 
or hospital of the employee's choice, Upon request for ex- 
amination and/or treatment, such care (examination and/or 
appropriate treatment) is to be authorized by issuance of 
a Form CA-16. When travel is necessary to receive medical 
care, the injured employee may be furnished transporta- 
tion or may be reimbursed for travel and incidental 
expenses. 


The injured employee has the aption to initially select a 
duly qualified private physician or hospital in the area. 
Generally speaking, the area is defined as within 25 miles 
of the employing establishment or the employee’s home. 
The nurse or supervisor, if the nurse is unavailable, shall 
give the injured employee an opportunity to select the physi- 
cian subject to the limitations stated below. The physician 
selected should be contacted by telephone to determine if 
the physician is available and will accept the employee for 
treatment. If not, the employee must select another qualified 
physician. Should the employee wish to change physicians 
after the initial choice, the employee must request such a 
change in writing explaining why he/she feels the change 
is necessary. The employee must obtain OWCP approval 
before making such a change. 


Form CA-16 is to be used only for a job-related injury 
which may require medical treatment. It may be used for 
occupational disease or illness only with the prior approval 
of OWCP. The period for which treatment is authorized 
by a properly issued CA-16 is limited to 60 days from the 
date of issuance, unless terminated earlier by OWCP. In 
disease or illness cases, the employing establishment should 
contact the appropriate OWCP district office for instruc- 
tions. In urgent situations, the OWCP district office may 
be contacted by telephone. An injured employee may not 
issue an authorization for examination or treatment, or 
both, on his or her own behalf. 


Item 6A of the CA-16 is to be checked when the super- 
visor has cause to believe that the employee was injured 
while in the performance of duty. When this item is 
checked, the form authorizes all hecessary treatment with 
the exception of clective surgery. Item 6B is to be checked 


by the supervisor when there is doubt that the employee’s 
disability was caused by an injury while in the performance 
of duty. 


Emergency treatment. In cases of traumatic injury where 
emergency treatment is necessary, the employee may con- 
tact the nearest qualified physician or hospital for initial 
treatment. If oral authorization for treatment is given by 
the supervisor, Form CA-16 should be issued within 48 
hours thereafter. Animal bites and eye injuries are among 
the conditions considered to be medical emergencies. Any 
necessary further treatment shall be obtained as soon as 
possible at the employee’s option from (a) a United States 
medical officer or hospital, or (b) the physician who pro- 
vided the emergency treatment, or (0) another qualified 
local physician of his or her choice, It is the duty of the 
nurse or supervisor to authorize initial adequate medical 
treatment, to the physician in the manner established above. 


Recurrence of disability. Under certain circumstances the 
Supervisor, at his or her discretion, may issue Form CA-16 
to authorize examination or treatment, or both, for a recur- 
rence of disability under circumstances from which it may 
be reasonably inferred that the disability is the result of 
an injury recognized as compensable by OWCP. The super- 
visor may not authorize examination or treatment when 
OWCP has disallowed the original claim, or when more 
than 90 days have elapsed since the employee last was 
treated for the injury. 


In all cases reported to OWCP, OWCP must be furnished 
with an immediate medical report from the attending physi- 
cian. This report may be made on part B of Form CA-16; 
Form CA-20; Form CA-20a, or by narrative report on the 
physician’s letterhead stationery. A Duty Status Report, 
Form CA-17 will be used to obtain interim medical reports 
concerning the employee’s duty status and should be issued 
with Form CA-16, The supervisor will furnish these forms 
to the employee for completion by the physician every two 
weeks (each pay period), When submitting Form CA-17, 
the physician will forward the original to the supervisor 
and a copy to the appropriate OWCP district office. (All 
other medical reports are to be submitted in original form 
to OWCP.) The supervisor should inform the injured 
employee that he/she bears the burdens of submitting all 
required medical documentation, 


Vill. CONTROVERSION 


OPM will, on the basis of information submitted by the 
employee, or obtained on investigation, controvert and stop 
the employee’s COP if the claim falls into one or more 
categories listed below. In all other cases, OPM may 
controvert; however, the employee’s COP may not be 
interrupted during the 45 day period unless the controver- 
sion is sustained by OWCP. 


The agency will controvert (dispute, oppose) and terminate 
pay only if: , 


(1) The disability is the result of an occupational disease 
or illness; or 


(2) The employee falls within the exclusions of 5 U.S.C. 
8101 (1) (B) or (E); or 


(3) The employee is neither a citizen nor resident of the 
United States or Canada; or 


(4) The injury occurred off the employing agency’s 
premises and the employee was not involved in 
official ‘‘off-premise’’ duties; or 


(5) The injury was caused by the employee's willful 
misconduct; the employee intended to bring about the 
injury or death of himself or another person; or the 
employee’s intoxication was the proximate cause of 
the injury; or 


(6) The injury was not reported on Form CA-1 ora form 
approved by the Secretary of Labor within 30 days 
following the injury; or 

(7) Work stoppage first occurred six months or more 
following the injury; or 


(8) The employee initially reported the injury after his 
or her employment has terminated; or 


(9) The employee is enrolled in the Civil Air Patrol, 
Peace Corps, Job Corps, Young Adult Conservation 
Corps, Work Study programs or other similiar groups 
(e.g., volunteers, consultants, or contract employces). 


If you believe the claim should be controverted, you must 
provide documentation and/or statements to support your 
reason for controversion. Any questions regarding this 
should be referred to the ELRB immediately. 


Among the types of situations which OPM wishes to con- 
trovert are those where fraud or abuse is suspected. There 
are certain clues that a supervisor can look for which may 


help to substantiate a supervisor’s suspicion of fraudulent 
claims. These include: 


1. The employee has told different people different stories 
as to the nature and circumstances surrounding an 
injury. In this case, the supervisor should request 
written, signed and dated statements from each of the 
parties involved. 


2. Several witnesses gave a different account of the facts 
surrounding the injury. These also should be written, 
signed and dated statements. 


3. On the day of the claimed injury, the employee reported 
to work with the appearance of a pre-existing condi- 
tion or injury. The supervisor and/or other persons who 
can testify to this should prepare signed and dated 
statements stating this observation. 


4. If the person waited a long period of time to report 
the injury (perhaps several weeks or months) and then 
reported to work in the interim without appearing 
injured and was able to carry out normal job functions, 
the supervisor should give a written statement to this 
effect saying that he/she (the supervisor) was not aware 
of an injury. 


5. Incases where the employee is not reporting to work, 
and someone reports that the employee is working at 
another job. In this case, the ELRB would send a letter 
to OWCP advising them of the situation. 


6. The supervisor finds out that the employee was receiv- 
ing the same medical treatment prior to the claimed 
injury and there is no indication that the previous injury 
or condition was aggravated due to the claimed injury. 
In this case, OPM would request information from the 
treating physician regarding the previous condition. 


7, Medical reports indicate that the condition arising from 
an injury is indeed a degenerative condition and can- 
not be caused by a single incident. 


8. Inan injury case where there are no witnesses and the 
location of the injury is questionable, one may ask the 
question “‘how was the employee able to get home in 
said condition?’ 


In all instances of suspected fraud or abuse, any information 
secured by the supervisor should be forwarded to the ELRB 
which will in turn forward the information to OWCP. 
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IX. USE OF LIGHT DUTY 


When the medical evidence shows that an employee has 
partially recovered from a compensable injury, OPM will 
make every effort towards assigning the employee to a light 
duty position consistent with the reportable medical restric- 
tions, The light duty may take one of two forms: (1) an 
alternate position to the employee’s position of record; or 
(2) an accommodation to the employee’s position of record 
in accordance with the limitations and restrictions imposed 
on the employee by the injury, 


To facilitate the early return to work, the supervisor may 
contact the employee by telephone with the light duty offer, 
but must provide written confirmation of the availability 
of the light duty assignment as soon as possible thereafter. 
‘The written confirmation must include a description of the 


duties of the job, the physical requirements, and the date 
of the job’s availability, A complete copy of the written 
offer must be forwarded to OWCP at the same time as it 
is sent to the employee. The employee's failure to “accept”? 
the light duty assignment, i.e., failure to return back to 
work, may result in both termination of the employee’s 
compensation benefits (this decision rests with OWCP not 
OPM) and/or disciplinary action. However, if the employee 
is on COP, management can terminate this benefit.’ 
Remember that an injured employee should be submitting 
a completed Form CA-17 to his/her supervisor every two 
(2) weeks. The supervisor should contact ELRB for 
assistance in preparing the light duty assignment offer. 


X. OPM RETENTION RIGHTS 


Injured employees have certain specified rights, guaranteed 
by law and government-wide regulations issued by OPM. 
These include qualifications for within-grade increases and 
the accrual of seniority. The employee is also guaranteed 


reemployment in the same position or its equivalent, 
provided the disability is overcome, and the employee 
returns to work within one year from the beginning of 
compensation. 
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ΧΙ, FORMS 


A brief explanation of each OWCP form is given below. 
Copies of the most used forms are included at the end of 
this section. All forms are available in the Employee and 
Labor Relations Branch, OPEEO, Room 2451, and from 
your administrative offices. 


A. CA-1 


Notice of Traumatic Injury and Claim for Con- 
tinuation of Pay/Compensation 


This is the basic claim form for traumatic injury. The 
information contained on this form will be used 
throughout the processing of a claim; therefore, it is 
extremely important to ensure all information is com- 
pleted correctly. The CA-1 should be forwarded to 
ELRB within two workdays following the supervisor's 
receipt of the form from the employee. The CA-1 
must be filed within 30 days of the date of injury to 
receive COP. 


B. CA-2 and CA-35A 
Notice of Occupational Disease and Claim of 
Compensation 


Claims for compensation relating to an ‘occupational 
disease”? are more complicated than those for a 
traumatic injury. This is due primarily to the fact that 
the condition on which the claim is based is not always 
related to the employee’s occupation and/or place of 
employment, 


One must ensure that the employee submits a com- 
pleted CA-2 and a current medical report. Narrative 
Statements are required from both the employee and 
supervisor. All statements should relate the occupa- 
tional disease to the employee’s work. The Form 
CA-35A is a checklist which describes the informa- 
tion to be submitted by both the employee and the 
agency with regard to an occupational disease claim. 


C. CA-2a 


Notice of Employee’s Recurrence of Disability and 
Claim for Compensation 


This form is used to report a “recurrence”? of dis- 
ability. Disability is classified as a ‘“‘recurrence’” when 
after returning to work, an injured employee is again 
disabled, and stops work as a result of the original 
injury or occupational disease, This form is prepared 
by the supervisor immediately upon notice that the 
employee has suffered a recurrence. 


D. CA-3 
Report of Termination of Disability and/or Payment 


Form CA-3 is used by the supervisor to report ter- 
mination of disability or payment to OWCP in the 
following instances: 


1. When a claimant returns to work after being in a 
COP status. 

2. When a claimant stops receiving COP and does not 
return to work but goes on LWOP, sick or annual 
leave, 

3. When a claimant no longer receives COP due to 
medical evidence, i,e., the medical report shows the 
work related disability has ceased even though the 
45-day limit has not been reached, 


CA-5 
Claim for Compensation by Widow, Widower, 
and/or Children 


This form is used to report the death of an employce 
and to claim compensation for his/her survivors. The 
CA-5 should be submitted by the person claiming 
compensation and the attending physician to OWCP 
with the following information (if appropriate to the 
case and not previously submitted): 


1. Birth certificate or adoption documents for each 
child 

2. Letters of guardianship 

3. Divorce documents if either the descendent or the 
surviving spouse was previously married 

4. The completed CA-6 (Official Superior’s Report 
of Employee’s Death) with a certified copy of the 
death certificate 


CA-6 
Official Superior’s Report of Employee’s Death 


This form is used to report the death of an employee, 
The death must have been related to his or her employ- 
ment or the death must have been caused by a 
pre-existing injury or illness that was accelerated or 
aggravated as a result of employment. The CA-6 
should be sent even if a CA-1 or CA-2 were 
previously filed for the disability which caused death. 
The CA-6 should be filed with a CA-5 as discussed 
above. A certified copy of the death certificate should 
accompany the CA-6. 


CA-7 

Claim for Compensation on Account of Traumatic 
Injury 

This form is used to claim actual compensation 
(money) for time lost due to a work related injury. 
The CA-1 form must be on file in order to process 
the CA-7. In most cases involving a traumatic injury, 
COP is paid for the first 45 calendar days of time lost 
from work, Once this period has expired the claimant 
must be in an LWOP status for at least 3 days prior 
to filing the CA-7. If, however, an employee is going 


to be out of work for more than 14 days following the date 
of cligibility for compensation, no 3 day waiting period 
is required, The form should be completed (by the 
employee, supervisor, and attending physician on an 
attached Form CA-20) and forwarded to ELRB so that it 
can be submitted to OWCP not more than 5 working days 
before the end of the 45 days. In case of occupational 
disease, this form should be submitted as soon as pay stops. 


H. CA-8 


Claim for Continuing Compensation on Account 
of Disability 

The CA-8 is a claim for continuing compensation for 
both traumatic injury and occupational disease and is 
submitted bi-weekly until claimant is notified by 
OWCP that no additional Ca-8s are needed or until 
the claimant returns to duty. This form should be com- 
pleted (by the employee, supervisor, and attending 
physician) and forwarded to ELRB so that it can be 
submitted to OWCP at least 5 days before the end of 
the period claimed on the form. 


A medical report certifying disability to cover the 
period of claimed compensation must be submitted by 
the employee’s attending physician within 10 days of 
submission of the CA-8. Every time a CA-8 is com- 
pleted the employee should have the attending physi- 
cian complete the CA-20a unless the physician has 
previously specified the employee to be disabled for 
a specific period. A CA-20a is attached to the CA-8 
for that purpose. After that period ends, additional 
CA-20as will be needed. The medical certification 
submitted must cover the entire period of compensa- 
tion, Without adequate medical documentation, 
OWCP will not remit payment. 


CA-16 
Request for Examination and/or Treatment 


This form is used to authorize initial medical treat- 
ment in traumatic injury cases. In occupational disease 
cases the CA-16 may only be used with prior approval 
of OWCP. This form guarantees initial payment of 
medical bills to the provider of medical services by 


the OWCP office as outlined on the form. This form 
will generally be issued by the Health Unit with proper 
instructions to the employee. 


CA-17 
Duty Status Report 


The CA-17 may be used by the agency at any time 
to request information from a physician, particularly 
in regard to the employee’s ability to return to work 
and restrictions, if any, upon his/her return. OPM’s 
policy is to have the employee submit a CA-17 every 
two weeks to his/her supervisor unless the medical 
evidence shows a longer period of disability. At the 
very least the employee should submit the form 
promptly upon completion of any medical examina- 
tion or treatment. The supervisor should forward a 
copy of this form to ELRB who will in turn submit 
it to OWCP. 


CA-20 and CA-20a 
Attending Physician’s Reports 


The CA-20 is used to obtain updated or additional 
information regarding a claimant’s physical status. 
The CA-20 form is attached to the CA-7s (Claim for 
Compensation on Account of Traumatic Injury). The 
CA-20 is normally completed as medical evidence to 
support the claim for compensation. The physician 
may submit the form directly to OWCP; in this 
instance, the employee should insure that a copy of 
the form is submitted to the agency. 


The CA-20a plays the same role as the CA-20, The 
CA-20a is entitled ‘Attending Physician’s Supple- 
mental Report’’ and is attached to the CA-8, (Claim for 
Continuing Compensation on Account of Disability). 


OWCP-1500a 


Health Insurance Claim Form 


This form is used to request payment for all medical 
bills. In fact, all doctor bills not directly related to 
a hospital stay must be submitted on the OWCP-1500a 
or the bill will not be paid and will be returned to the 
doctor. Most doctors have these forms in their offices. 
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Federal Employee’s Notice of U.S. Department of Labor 
Traumatic Injur and Claim for Em, yeh anders Administration €> 


Continuation o Pay/Compensatlon Oltice of Workers’ Compansation Programs 

Employes: Please complete all boxas 1 - 15 belaw. Oo not complete shaded areas. 

Witnoss: Complete battom section 16. 

Employing Agency (Supervisor or Compensation Spaclalls! 
= a ° 


Complete shaded boxes a, Ὁ, and δ. 


ἘΠῚ at 


Be igs i fies ΟΝ 
1. Name of employee (Last, First, Middle) 2. Social ἘΠ ΤΙΙΣ Number 
3, Dateofbirth Mo. Cay = Ye. 4, Sex 5. Home telaphons 6. Grade as of 
(Malo [Femalo} (¢ ) date of injury Level Step 
7 Employee's home mailing address (Include city, state, and zip code} 8. Dapendents 


1 Wite, Husband 
T Children undor 18 years 
C2 other 


Sak τὴν ἜΗΝ 


Ὁ. 2nd floor, Main Past ΟἹ 


euihusaae| 


το. Bate Injury occurred Time Τί. Date of this notice τὸ. Employee's occupation 
Mo, Day = Yr . fam. Mo. Day = Yt. 


. Opm 
Τῇ, Cause of injury {Describe whal happanad and why) 


Ta, Nature of injury (identify both the injury and the part of Body, 9.0. fracture of left leg) 


CRC en CERISE uae 
15,1 Gartlty, undor penalty of law, that the Injury described above was sustalned In Parformence οἱ duty as an employee of the 
nl Γι 


United States Government and that It was not caused by my willful misconduct, Intent to Injuro myselt of anothar person, nor by 
my Intoxication. | hereby clalm medical treatment, Il néedéd, and the following, as checked below, whila disabled for work: 


(ia. Continuation of regular pay (COP) not to exceed 45 days and compensation for wage loss if disabillty for work continues 
bayond 45 days. If my claim Is denied, | understand that the continuation of my regular pay shall be charged !o sick 
‘of annual leave, or ba deemed an overpayment within the meaning of 5 USC 5584. 


(1b. Sick and/or Annual Leave 


Signature of employee or person acting on his/her bahalt 


Any person wha knowingly makes any false statement, misropresentation, concealment of fact, or any othar act of fraud to obtain 
compensation as provided by the FECA or who knowingly accepts compensation to which that person is not entitled, Is subject to felony 
criminal prosecution and may, under appropriate provisions, bs punished by 8 fine or imprisonment, or both. 


Have your supervisor complete the receipt attachod to thls form and return It to yau tor your recards. 


End of Employes Raport 


BEG τ ΚΡΝΟΘΟΝΙ ΙΝ ΌΒΕΡΗ 


ToT 


Bee ΘΉ ΝΟ Tes 


46, Statemant of witnass (Describe what you saw, hoard, or know about this Injury) 


Name of wliness: Signatura of wilness Date signed 


Address ὍΝ State Zip Code 


CASS 
(Rav. 3/88) 
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ἀρ hea 
OWGP agency Code 


OSHA Site Code 
Zip Code 
18. Employea's duty station (Street address and zip code) Zip Code 
19. Rogular Dam Cam |* faguiar 
Lm. | work 
ih From 5 Opm to ; pm] senedula Cisun, Mon, Cltues. Clwed. Cothus. Corr. Csat 
5 ee Dale : Yr a3. Date “two. Day τ 
a Date Mo, Day = Yn τοῖο M% (Oty stopped y . Olam. 
injury teceived 1 1 J work =| ) J Time Η Oem. 
ν ‘eS Oat , 26. Date wo, Yt, 
ay By “da Wo, Day ΥᾺ return 4 ΩΝ Dam. 
Stopped Lib. ot 0] βοή bagan to work Tims : Cipm. 


27. Was employes injured in parlormance of duly? []¥es [-JNo (ΓΟ, explain) 


28. Was Injury caused by employee's willful misconducl, Intoxleation, of intent to injure self or anoihertt) Yes (i Yes," explain) (“7 No 


@. Was injury caused [30. Nama and address ol third party (include city, state, and zip code) 
by third panty? 
[γος C1No 
(I"No,” 
ta 
fom 91) 
31. Name and addrass of physician first Providing medical cara {include cily, stale, zip code} 82, First data 


modicet caro μ᾽ ω 


fecolved 
fg τ οὦοὸὕὔἤ 
33. Do modical 
roports show  Cl¥es C) No 
employes is 
disabled for work? 
34. Does your knowledge of tha facis about this injury agree with statements of he employee and/or wiiness? LlY¥es [ΓΊΝΟ (ΠΕ ΝΟ." explain) 


35. Does the Βπηριογίπο agency conlravert conlinuallon of Yes (Ὁ *¥es," explain} (No ‘36. Pay rate 
(See instuclions foe ΝᾺ of “conlovert*) pay? CO ἱ Ῥ =) when employee 
stopped worl 


supervisor who knowingly cariilias to any false statement, misraprasentali oncealment of faci, alc., In raspect 
ay also ba subject lo appropriata felony ¢riminal prosecution, 


1 cerllty that he information given above and that furnished by tha ‘amployea on the raverse of thls form [8 true to tho best of my 
knowledge with the following exception: 


Ἂν 
to this clalm 


‘Name of supervisor (Type or print) 
Signature of supervicor Date 
‘Supervisor's Tita Olilee phone 


+ 38. Filing instructions [7] No fost ilme and no medical expense: Place this foem In employee's medical folder (SF-68-D) 


{{Ἴ ΝΟ lost time, medical expenee Incurred or expected: forward thls form to OWCP 
Ci tost time covered by leave, LWOP, of COP: forward this torm to OWCP 


Chet 
{Rov. 3/86) 
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(EDT Bono lus ter Eaainye ee andar ho Redoral E.,.dqyoog. Compananion AC GECAT Fie 


The FECA, which is administered by tho Office of Workers’ 
Componsation Programs (OWCP), provides the following 
benalils for job-related, traumatic Injurles: 


(1) Continuation of pay for disability resulting (rom traumatic, 
Job-ralated injury, not to excaed 45 calandar days. {To be 
aligible for continuation οἱ pay, the employee, or someons 
acting on his/her behal!, must fils Form CA-1 within 30 days 
following the injury; howaver, to avoid passlble Interruption at 
pay, the form should be filed within 2 working days, If the 
form [8 not filad within 30 days, compensation may ba 
substituted for conlinuation of pay.) 


(2) Payment of compensation for wage loss after the 45 days, If 
disability extands beyond such perlod. 


(3) Payment of compensation for permanent impalrment of 
cortaln organs, members, or functions of the body (such as 
loss or loss οἱ use οἱ an arm o kidnay, loss of vislon, atc.), 
or for sorlous disfigurement of the head, lace, or neck, 


(4) Vocational rehabilitation and related services where 
necassary, 


(δ) Full medical care from alther Fedaral medical officers and 
hospitals, or private hospitals or physicians, of tha 
employee's choice. Generally, 25 milas trom the place ot 
injury, placa of employment, or amptoyoo's home |s a 
reasonable distance to travel for medical care; howaver, other 
portinent factors must also ba considered in making setaction 
of physicians or medical facilities, 


At the fime an employne stops work faltowing e traumatic, 
job-related injury, he or she may request continuation of pay ar 
use sick or annual leave credited to hia or hor record, Where the 
amptoylng agency continues ihe emptoyes's pay, the pay must 
hot be Interrupted unt: 


(1) The employing agency recelves modical information from 
the attending physician to tha effect that disabllily 
has terminated; 


(2) Tho OWCP advises that pay should be terminated; or 


(3) The oxpiration of 45 calondar days following tnitial work 
stoppaga. 


1| digabillty exceeds, or Its anticipated that it will axcoed, 45 
days, and the emptoyas wishes to clalm compensation, Form 
CA-7, with supporting medical evidence, must ba filed 

with OWGP, To avold Interruption οἱ Income, the form should 
ba filed on the 40th day of the COP period, Form CA-9 shall ba 
submitted ta OWCP when the employes raturns to work, 
digability coaeas, of the 45 day perlod oxplres. 


For additional Information, review tha regulations governing the 
administration of the FECA (Code af Federal Regulations, Tile 
20, Chapter 1} or Chapter 810 af tha Oifice of Personnel 
Management's Federal Personne! Manual. 


In accordance with the Privacy Act of 1974 (Public Law No. 
93-679, § U.S.C. 552a), you are hereby notified that: 


(1) The Federal Employees’ Compensalion Act, as amendad 
(δ U.S.C. 8101, et 86q,) 15 adminiatered by the Citica οἱ 
Workers’ Compensation Programs of (he U.S. Department of 
Labor. In accordaria with this responsibility, the office 
receives ard maintains persona: information on 
claimants and their immediate temiion 


(2} Tha Information will be used to datermine oligibllity for ang 
{he amount of benefits payable under the Act. 


This Seknowlecipes recelpt of Notice of (njury suslalned by 
(Nama of injured employee) 


(3) The intormation may be used by othar aganclos of parsons 
In matters ratating directly οὐ indlroctly to the malier of the 
claim, 80 long as such agancles of persona have received the 
consent of the individual clalmant, of complied with the 
provisions of 20 CFR 10. 


(4) Falture ta furnish all requested Information may delay the 
procoss, of rasull in an unfavorable declalon or a reduced 
level of benafits (disclosure of a soclal aecurlly number is 
voluntary; the failure to disclose such number will not rasult 
Inthe denial οἱ any right, benaflt of privilege to which an 
(ndividual may bo entitled). 


Which occurred on (Mo., Day, ὙΠ} 


At (Location) 


Signaluro of Cilicial Superior Tite 


Dalo (Mo, Day, Yr.) 


# ULE. Guverniment Printing Often: 1986—164-794 758987 


CAA 
(Nev, 3788) 
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Instructions for Completing Form CA-1 


Complete alll ftorna on your section of Ihe form. I additional pace Is required to explain or οἰ αὐ ἐν any point attach a supplemental 
Statement to the form. Some of the Ilome on the form which may require further clarification are exptal 


eas Shey ὨΝλ κρτ At 

3} Ceuse of αν 

Describe In detalt how and why the Inury occurred, Give 
approgtate cetalls (8.0.: Hf you fall, how far did you fall and ln 
wheal poalilon did you land?) 


14) Nature of Injury 

Give a complete description of the condillon(s} rasutling from 
you Injury. Specity the right or left side if applicable (a.g., 
raclured batt leg; cut on right Index iinger). 


15) Election of COP/Leave 


you are disabled for work a8 a result of this Injury and tile 
CA+t wiibin thirty days of the injury, you are entitled to receive 
) from your employing agency, COP [8 


continuation of pay (¢ 


At the time the form 18 recelved, complete the receipt of notice of 
Injury and give It to the employee. In addition to compteling 
Item 17 through 38, the supervisor Is responsible for oblalning 
the witness statement In item 16 and for filling In tha proper 
codes in shaded boxes a, Ὁ, and Ὁ on tha front of the form. It 
madical expense or lost tima is [Incurred or expacted, tha 
completed form should be sant to OWCP wilhin two working 
days aller it 15 recelved. 


Tha supervisor should also submit any other Inforrnation ax 
evidence periinent to the merits of this claim. 


It the emptaying agency controverts COP, the employee should 
be atitied and {he reason for controversion explained to him or 
im, 


17} Agency name and eddress of reporting office 

The name and address of the office ta which cocrespondenca from 
OWCP should ba sent (if applicable, the address of the 

parsoninel or compensation office). 


18) Duty station street address and zip code 
Tha addreve and zip code of the establishmenl where the 
employes actually works. 


29) Was Injury caused by third party? 

A third party Is an individual or organization (other than the 
Injured employes or Ihe Federal government) who Is fable for 
tha Injury, For Instance, the driver of a vehicle causing an 
accident In which an employee [8 Injured, the owner Οἱ 

building where unsals conditions cause an employes to fall, and 
a manvtactuwer whose dolective producl causes an employes’s 
Injury, coutd all be considered third partias to Ihe Injury. 


31) Name and address of physician first providing 
medical care 

The name and address of the Peyalelan who first provided 
medical care tor this Injury. It initial care was glyen by 8 nuree 
οὐ other health professfonal (not a physician) In the employing 
agency's health unit or clinic, indicate this on a. peparela shock of 
Paper. 


cupation Code), Box Ὁ 6 Code) 
Box ¢ (eae Code), Site ee } 
The Occupational Sately and Health Administratlon (OSHA) 
requires all Smeloying agencies to complete these Items when 
reporting an Injury, The proper codes may be foursd in OSHA 
Booklet 2014, Recordkeeping and Reporting Guidelines, 


| Laide MOREE AIS AUR RRR ιν νον 


Ined below, 


pald for up to 45 calendar days of dleability, and [8 nat charged 
against sick or annual ἰϑᾶν 8, You may elect sick of annual 
leave If you wish, but compensation from OWCP may nat be 
claimed during the 45 days of COP entitlement. (You may not 
clalm compensallon to repurchase loave used during this 
period.) Also, If you later change your election, the agency Is 
nat obliged to convart past parlods of leave to COP. 

Your agency may controvert (dispute) your entitlement to COP, 
but mus! continue pay unless [ne cantroverslon [9 based on ona 
of the nine reasons listed In the Instructions for lem 35. 


lf you recelve COP, but OWCP later datexmmines that you are not 
enililed to COP, you may ellher change COP to sick or annual 
teave or pay (he employing agency beck for the COP recelved. 


32) First date medical care received 
The date of tha first visit to the physictan listed In tem 31. 


35) Does the employing agency controvert 
continuation of pay? 
COP may be controverted {alsputed) for any reason; however, 
the employing agency may refuse to pay COP only If the 
coniraversion Is based upon one of the nina reasons given 
low: 


8) Tha disabliity results from an occupational disease or Iliness; 

b) The employee ls 8 volunteer working without pay or for 
dorminal pay, or a member of the office stall of a formar 
President; 

0} The employes [8 nelthar a clilzen nor a resident of the United 
States or Canada; 


d) The Injury occurred off the employing agency's premises and 
the employes was not involved In official “off premise” dutles; 


8) The Injury was proximately caused by the employee's wilitul 
misconduct, intant to bring about Injury or death lo self or 
another person, or Intoxication; 


ἢ The Injury was nol reported on Form CA+1 within 30 days 
following the Injury; 

Ὁ Work stoppage first occurred six months or moro following 
the Injury; 

h} The employes Iniilally reported the [njury after hls or her 
employment was terminated; or 

1) the employes Is enrolled In the Civil Alr Patrol, Peace Corps, 


Youth Conservation Corps, Work Study Programs, or other 
similar groups. 


OWOCP Agency Code 


This Is 4 four-digit (or four digit plus two letter} code used by 
OWCP to Identify {he employing agency. The proper code may 
be obtained from your personnal or compensation office, or by 
contacting OWCP, 


Cad 
(Rev, 3/86 


DISABILITY BENEFITS FOR EMPLOYEES UNDER THE FEDERAL 
EMPLOYEES’ COMPENSATION ACT (FECA) 


‘The FECA, administered by the Office of Workers’ Compensation Programs (OWCP) provides the following general 
benefits for employment-related occupational disease or illness: 


1. Full medical care from either Federal medical officers and hospitals, or private hospitals or physicians of the 
employee's choice. 


2, Payment of compensation for total or partial wage loss, 


3, Payment of compensation for permanent impairment of certain organs, members or functions of the body 
(such as logs or loss of use of an arm, kidney, loss of vision, etc.) or for serious disfigurement of the head, 
face or neck, 


4, Vocational rehabilitation and related services where necessary. 


‘The frst three days in a non-pay status are waiting days, and no compensation is paid for these days unless the period 
of disability exceeds 14 calendar days, or the employee has suffered a permanent disability, Compensation for total 
disability is generally paid at the rate of 2/3 of an employee's salary if there are no dependents, or 3/4 of salary if 
there are one or more dependents. 


If an employee is In doubt about compensation benefits, the OWCP District Office servicing the employing agency 
should be contacted, (Obtain the address from your employing agency.) 


For additional Information, review the regulations governing the administration of the FECA (Code of Federal Regu- 
lations, Title 20, Chapter 1) or Chapter 810 of the Civil Service Commission's Federal Personnel Manual. 


RECEIPT OF NOTICE OF DISEASE OR ILLNESS 


This acknowledges receipt of notice of 
disease or illness sustained by 


(Name of injured employee} 


I was first notified about this condition 


on (Ms., day, year) Covation) 
Signature of Official Superior Title Date (Mo., day, year) 


CA2 
Rev. April 1980 


Yor sale by the Suporlutendent of Documents, U.S. Government Printing Office 
Washington, D.C, 20402 
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PRIVACY ACT 


In accordance with the Privacy Act of 1974 (Public Law No, 93-579, 5. US.C. 552a), you are 
hereby notified that: (1) The Federal Employees' Compensation Act, as amended (5 U.S.C. 8101, 
et seq.) is administered by the Office of Workers’ Compensation Programs of the U.S, Department 
of Labor, In accordance with this responsibility, the Office receives and maintains personal infor- 


duced level of benefits (disclosure of a social security number is voluntary; the failure to disclose 
such number will not result in the denial of any right, benefit or privilege to which an individual 


INSTRUCTIONS FOR COMPLETING OFFICIAL SUPERIOR'S 
PORTION OF FORM CA-2 


IMPORTANT: The official superior (supervisor) should read the following instructions and those on the reverse of 
this page before completing this portion of the form. 


1. Items 22 through 50 are to be completed by the supervisor + if required information js not readily available, 
it should be obtained from appropriate sources within the agency. 


2. The form should be completed and forwarded to the appropriate OWCP District Office within 10 working 
days following receipt from the employee if; 


a, The disease or illness causes disability for work beyond the day or shift it was reported; or 


Ὁ. It appears the condition will result in prolonged treatment, permanent disability, or serious disfigurement 
of the head, face, or neck; or 


¢. The condition has resulted (or will likely result) in a charge for medical or other related expenses, 


3. If the employee has not stopped work at the time the supervisor completes the form, item 33 should be 
answered “Has not stopped.” Other questions contingent upon this answer may then be completed as ‘Not 
Applicable” or “NA.” 


4, Ina separate, narrative statement to be attached to Form CA-2, the supervisor (or appropriate official in the 
employing agency) should: 


a. Describe in detail the work performed by the employee, identify fumes, chemicals, or other irritants or 
situations that the employee was exposed to which allegedly caused the condition. State the nature, 
extent, and duration of exposure, including hours per day and days per week. 


b. Attach copies of all physical examination reports (including X-ray reports and laboratory data) on file for 
the employee. 


c. Attach a record of the employee’s absence from work caused by any similar disease or illness (have employee 
state reason for each absence), 


ἃ. Attach statements from each co-worker who has first-hand knowledge about the employee's condition and 
its cause, (The co-workers should state how such knowledge was obtained.) 


e, Review and comment on the accuracy of the employee's staternent as requested by item 2 on the reverse of 
this sheet. 


5. Submit any other information or evidence pertinent to the determination of the merits of this claim. 


6. The employing agency shall ensure that all evidence bearing on the injury 1s submitted to the OWCP and such 
evidence shall be submitted with the Form CA-2, or the OWCP shall be advised of the date additional evidence 
will be submitted. 


18 USC 1920 provides: Whoever makes, in an affidavit or report requited by section 8106 of title 5 or ina claim 
for compensation under subchapter I of chapter 81 of title 5, a statement, knowing it to be false, is guilty of perjury 
and shall be fined not mare than $2,000 or imprisoned not more than one year, or both. 


18 USC 1922 provides; Whoever being an officer or employee of the United States charged with the responsibility 
for making the reports of the immediate superior specified by section 8120 of tite 5, willfully fails, neglects, or 
refuses to make any of the reports, or knowingly files a false report, or induces, compels, or directs an Injured 
employee to forego filing of any claim for compensation or other benefits provided under subchapter I of chapter 
81 of ithe 5 or any extension of application thereof, or willfully retains any notice, report, claim, or paper which 
is required to be filed under that subchapter or any extension or application thereof, or regulations prescribed 
thereunder, shall be fined not more than $500 or imprisoned not more than one year, or both. 
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INSTRUCTIONS FOR COMPLETING EMPLOYEE'S PORTION 
OF FORM CA-2 


IMPORTANT: The employee should read the following instructions and those on the reverse of this page before 
completing his or her Portion of the form. Under the Federal Employees’ Compensation Act, compensation may be 


1. Htems 1 through 21 on the form are to be completed by you or another Person acting on your behalf within 
30 days after you became aware of the disease or illness and its Possible relationship to your employment, 


2. You must Prepare a statement which should include the following data: 
a. Detailed histury of the disease or illness from the date it started, 


ὃ, Complete details of types of substances or conditions of employment which you believe are responsible 
for the disease or [llness, 


¢, Description of specific xposures to substances or stressful conditions causing the disease or illness, in- 
cluding locations where exposure or stress occurred, as well as the number of hours per day and days per 


4 Identification of the part of the body affected, (If disability is due to a heart condition, give complete 
details of al! activities for one week prior to attack with particular attention to the final 24 hours of such 
period.) 


® Statement as to whether you ever suffered a similar condition, If so, provide full details of onset, history, 
medical care received with names and addresses of physicians tendering treatment, 


3, You must arrange for submission of a detailed medical report from each private physician who has treated 
you for your present disease ot illness, Each teport should include: 


a, Dates of examination and treatment, 

b. History given by you to the physiclan, 

c. Detaled description of the physician's findings, 

4 Resulis of X-rays, laboratory tests, etc, 

€, Diagnosis, 

f, Clinical course of treatment, 

& Physician’s opinion with medical reasons as to whether the disease or illness was caused or aggravated 
by the employment, 


4, When you have completed the statement tequested in item number 2 above, it must be submitted to your 
supervisor for review and comment concerning those factors of which he or she has knowledge and responsibility, 


NOTE: All information Fequested must be submitted to the OWCP, It should accompany Form CA-2, otherwise 
adjudication of the claim will be delayed, 


CA2 
Rev, April 1980 


U.S, DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
Office of Workers’ Compensation Programs 


FEDERAL EMPLOVEE’S NOTICE OF OCCUPATIONAL 
DISEASE AND CLAIM FOR COMPENSATION 


NOTE: All information and evidence requested on the attached 
of the claim will be delayed, 


instruction sheet should accompany this form or adjudication 


1, Name (Last, first, middle) 


4, Social Security 
Number 


2, Date of Birth 3 
(Mo., day, year) 


Onate 


Clremale 


5, Home Mailing Address 


6. Home Telephone Number 7, Oceupation 


(Including Area Code) 


8. Name and Address of Employing Agency 


Ὁ, Location where you Worked When Disease or Illness Occurred 


10, If you lost pay, show period com- 
pensation is claimed (Ao, day, year) 


From: 


Through: $ 


11, Show amount of all wages received from any source during 
period shown in item 10, Also give employer's name and address 
if other than Federal Government, 


12, Date you first became aware 
of disease or illness (Mo,, day, year) 


73, Date you first realized the disease or illness was caused or aggravated by your employment (Mo,, day, year) . Explain why you came to this 


realization, 


14, If this notice and claim was not filed with the employing agency 
within 30 days after date shown in item 13 above, explain reason (or 
the delay, 


15, Nature of the disease or illness (6,6, pulmonary tuberculosis, coronary 
heart condition, etc) 


Τά, Have you ever applied (or or received | a Claim No, 
benefits from the VA based on service in 
the Armed Forces of the United States? 


Clyves [No tf ves, 


b, VA address where claim is filed, 


te, Nature of disability and monthly 
‘payment. 
; 


furnish py | : 
17, Have you applied for or received an annuity under (ἃ, Claim No. Tb, Date annuity began Te, Amount of monthly 
the U.S, Civil Service or other federal retirement ort { (Mo, day, year) { payment 
disability law? : : i 
(lyves [No ‘ : ᾿ 
: H is 


If Yes, furnish 


18, List your dependents: luciudes husband or wife living with employee) 


Date of 
Name Relationship Birth 


Living with Mailing Address, if Different 
You {¥eeNo) From your own 


19, Show amount paid each month for support of dependents not living with you ¢ 


State whether payments were ordered by a court, and if'sa, attach 2 copy of the court order, 


Icersify under penalty of law, that the disease or illness described above was ἃ result of my employment with the United States Government and 
that it was not caused by my willful misconduct, intent to injure myself or another person, nor by my intoxication. I hereby claim medical treatment, 
if needed, and other benefits provided by the Federal Emptayees' Compensation Act. 


20, Your signature or signature of person acting for you 


2h, Date (Ao, day, year} 


Form CA-2 
Rev, April 1980 
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OFFICIAL SUPERIOR’S REPORT OF OCCUPATIONAL DISEASE 


22, Department or Agency 23, Bureau or Office 


24. Name and Address of Reporting Oifice (No, siveet elty, state, ZIP code) 25, Name of Supervisor when Employee Contracted 
Disease or Illness 


26, Employee's Regular Day 27, Number of Hours Worked 28, Number of Days Worked 


Per D; 
Begins CAM Ends Cam aay 


{Jem Cm 


Per Week 


29, Date Employee First Obtained | 30, Name and Address of Physician First Providing Medical Care 31. Do Medical Reports Show 


Medical Care for Disease ot Illness 
{Μο,, day, year) 


Employee is Disabled for Work? 


O ves Ono 


32, Date Employee First [533, Date and Howr Employee pa Dateand Hour Employee's [35, Date Employee was Law Exposed to 


Reported Condition ta  ἰξιορρεά Work (Mo, day, year} Pay Stopped (Ma, day, year) 
Supervisor (Mo,, day, year} 


Clam Clam 
Om Cm 


Conditions Alleged to Have Caused 
Disease or Illness (Afo,, day, year) 


36, Did Employee Work in the Position a Full Eleven 37. LM Answer to item 36 is No, would the 


Months Price to Stapping Work Due ca the Disease or Have Proviacd Employment for Full Eleven Months, {Federal Civiliae Seine 


Ulness? Except fot the Disease or Illness? 


Γ ves 0 No (ves 


Position 38, Total Length of Employee's 


{Years and months) 


C] No 


po Pay Rateatthe Time T ς, Base Pay ὁ ἂν, Subsistence ΠΝ td Other 
Employee Stopped Work : t ῃ + 

τ, tf Employee Received Additional Pay, La Premiama, Sunday, fi. Circle Days Worked Per Week When Pay Stopped, if Other Than 
Night Differential, tdentify and Show Amount Monday Through Friday, 

Type: ῃ Per SM +r wor F 8 


41, Deductions 


A, Was employee enrolled on date pay stopped? 


Eves vol] [lye ne O 


Health Optional Life 
Benefits Insurance 


B, If Yes, furnish code number, Cy Ϊ “7 = Ϊ _] 
rt ) 


G IfVer, give month, day, yest, through which deductions were made, ( 


43, Date and Hour Employee Retmned to Work 44, Pay Rate at Time Employee Retumed 
(Mo,, day, year) to Work, 

Cy am 

Cm $ Per 


45, Work Week on Retum τὸ Work If 
Other Than Monday Through Friday 


5M T WT F 5 


46. If Employee Has Returned to Work and Work Assignment hax Changed, Describe New Duties, 


47, Ἃ certify chat the information given above and that furnished by the employee on the reverse of # 
with the following exceptions: 


his form is true to the best of my knowledge 


48, Signature of Supervisor 49, Title and Office Phone Number 


$0, Date (Mo, day, year) 


EUS. GOVERNMENT PUNTING OFFICE. 1975 O-594-388 


Evidence Reuuired in Sunpori af A Claim tor 
Occupational Disease 


US, Department of Labor > 


Employment Standards Adminstration 
Oftice of Workers’ Compensation Programs 


All of the following information thould be suomitted with Form CA-2, Pleese revurn the checklist with your statements atiached. Check olf ach item 3 
«tn completed of let us know when we can expect the information, All materiel subeinied should be legible and specific, 


FROM EMPLOYEE Y FROM EMPLOYING AGENCY v 
1, Give a detailed description of factors of 5. Review and comment on employee's 
employment believed responsible for statament provided in response to Item 
condition. Be specific as to the duration no. 1. 
and nature of the factors: for instance 
weights carried, distances walked, chemi- δ. If employee's job differs from official 
cals used, or othar relevant job fectors. description, describa exactly his/her 
duties, 
2. Give the history of the condition from 
first awareness of the problem, Include 7, Give a day-by-day listing of leave and 
description of sil home treatment and leave without pay used due to this 
professional care as well as symptoms. condition, 
3. Describe any prior similar problem, with 8, Attach coples of the employee's: 


dates of onset, history, medical cara 
received, and copies of the medical 
records of your treatment. 


4. Attach or farward a medical report from 
your physician to include the following 
tems: 

8. Dates of examination and treatment. 
b, History given by you, 

6. Detailed description of findings, 

d. Results of all diagnostic tests, 

8. Diagnosis. 


f. The clinical course of treatment 
followed. 


g. Doctor's opinion, with raasons for 
such opinion, as to the relationship 
between any condition you may now 
have and the factors of employment 
identified in {tem no. 1 above, 


a. SF-171, Application for Employment, 


b, Position description with physical 
requirements, 


c, Pertinent dispensary records, 


d, Most recent SF-50, Notification of 
Personnel Action. 


This is an example of the checklists 
used to develop cocupational disease 
claims. There are designated checklists 
for various conditions: 


CA-35a - General Checklist 

CA~35b - Hearing Loss 

cn akd = hes Conditions 
CA-35d ~ Coronary/Vascular 

CA~35e ~ Skin Diseases 

CA-35£ = Pulmonary/Respivatory 


(not asbestos related) 


CA-35g - Psychiatric Illness 


Form CA-35A 
August 1985 
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NOTICE TO EMPLOYEES FILING CLAIM FOR OCCUPATIONAL DISEASE 


Diseotes and illnesses which ‘occur during or after Fecerat ¢moloyment are not automatically coverad by the Federal 
Employees’ Compensation Act. You Must Provide factual and Medica evidence to establish that conditions Of em. 
ployment caused or aggrevated the disease of illness, 


Upon receipt of your claim, OWCP will Create ὁ case and setion it τὸ a claims sxeminer for Processing, You will 


recelve a post cord Δαν εἴτις you of the case numibar. Use this number on all future correspondence about your claim, 


HINTS: Are your statements legible? Would your Hatement: make sense to fomeone who hes never done your job? 
Do your statements antwer the questions? Are your tatements complete and scourate? A NARRATIVE REPORT 
FROM Your PHYSICIAN iS: REQUIRED, Repors on medical forms, such as Form CA-20, are rerety sdequete in 


NOTICE To COMPENSATION SPECIALISTS AND SUPERVISORS 


Whenever an employes wents to file acieim tor occupations! σία or linens, plese give him ar her: 
τ, Form CA.2, Federai Employees’ Notice of Occupational Dizesse snd Claim for Compensation, and 


2. Two coples of the Check!it describing evidence fequired In support of the clalm, One checklists is for the 
tmployee to mark end fetun with tha completed Package, The second checklist Is for the employee to take to 
tye physician, 


from the agancy should be submitted with the (4-2 whenever possible, Plasse use the checklist to note what Infor. 
mation trom the employing agency ht ‘enclosed, unavailabte of Pending. if pending, please Give the anticipated mail. 
ing date, Agency Fomments, statement: ond documentation are essential for the examiner 19 get a well rounded 
picture of the employment conditions, 


We appreciate YOur cooperation in this atfort, 


μον Offa | Hibe6d LEE ZTE? 


INSTRUCTIONS FOR COMPLETING FORM CA-2a 
RECURRENCE OF DISABILITY 


DEFINITION OF RECURRENCE 


When after returning to work, an injured employee is again disabled and stops work as a result of the original injury or occu- 
pational disease, such disability is considered by the Office of Workers’ Compensation Programs (OWCP) to be a recurrence, 
In these instances Form CA-2a is required. If a new incident occurs, the matter should be treated as a new injury and Form 
CA-1 (traumatic injury) or Form CA-2 (occupational disease) submitted accordingly. 


INSTRUCTIONS 


© Form CA-2a is used to report an employee's recurrence(s) of disability for traumatic injury and/or occupational disease, 
Part A must be completed by the employing agency in every case, Part B must be completed by the employing agency in 
traumatic injury cases only, Part C must be completed by the employee or someone acting on his/her behalf, 


¢ Form CA-2a should be submitted promptly by the employing agency upon receiving notice that the employee has suffered 
a recurrence, 


= If the original injury was not previously reported to OWCP, a report specifically covering the original injury should be 
made on Form CA-1 (traumatic injury) or CA-2 (occupational disease} and attached when Form CA-2a is submitted. 
Medical reports concerning the original injury should also be attached, if not previously submitted. 


« If this is a recurrence of an occupational disease, the employee may claim wage loss on Form CA-4 if this form was not 
submitted following original injury. If Form CA-4 was previously submitted, compensation beyond the date Form CA-2a 
is signed, may be claimed on Form CA-8. 


If this isa recurrence of a traumatic injury, and the 45 Continuation of Pay (COP) days have been exhausted, the employee 
may claim wage loss beyond the date Fonn CA-2a is signed on Form CA-7. If Form CA-7 has been filed previously, wage 
loss beyond the date Form CA-2a is signed may be a claimed on Farm CA-8. The OWCP will be responsible for payment 
of compensation if the claim is approved. 


+ Where pay is continued, the employing agency should obtain medical evidence on Form CA-17, “Duty Status Report", 
as often as circumstances indicate. 


ὁ If the recurrent disability has not ended at the time Form CA-2a is submitted, Form CA-3, Report of Termination of 
Disability and/or Payment, should be forwarded when the employee returns to work. 


4 Ifthe recurrence happens less than six months following the most recent prior medical treatment received by the employee, 
the supervisor shall authorize required medical care by use of Form CA-16. If the recurrence happens more than six months 
after the most recent priors medical care, authorization for further medical care must be obtained from ihe OWCP, 


* When the employee has received medical care as a result of the recurrence, a detailed medical report should be submitted 
by the attending physician. The report should include: dates of examination and treatment; history given by the employee; 
findings; results of x-ray and lab tests; diagnosis; course of treatment, and the physician's opinion, with medical reasons, 
tegarding causal relationship between employee's condition and the original injury. 


If the empioyee was treated by other physicians after returning to work following the original injury, similar medical 
reports should be obtained from each. 


« Ifthe recurrence happened six months or more after the employee returned to duty following the original injury, A STATE- 
MENT FROM THE EMPLOYEE MUST ACCOMPANY FORM CA-2a, The statement should describe the employee's duties 
upon his/her zeturn to work, state whether he/she had any other injuries or illness and give a general description of his/her 
physical condition during the intervening period, The employee should explain why he/she believes the present condition Is 
related to the original injury, 
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+ If this is a recurrence of a traumatic injury, the injured employee is entitled to COP if: 


© the 45 calendar days were not all used, and 


5. this period of COP is during a six month period beginning from the date the employee first returned to work 


following initial disability, and 


* the employee elects to receive COP in lien of sick or annual leave. 


«If the employing agency has any information which would show that the employee's benefits should not continue, this 


information should be submitted with Form CA:2a, 


* When the employee is not able to retuin to the same duties and suffers pay loss as a result of this disability, 
be entitled to additional compensation based on loss of wages, or loss of wage-earning capacity. Upon ποιῆι 
loss, OWCP will advise the employee of the procedure to follow to claim additional compensation. 


For sale by the Superintendent of Documents, U.S, Government Printing Office 
‘ashington, D.C. 20402 - Price $5.88 per 100 


Stock No, 029-016-00041-1 


he/she may 
ication of such 


U.S. DEPARTMENT OF LABOR 
+ EMPLOYMENT STANDARDS ADMINISTRATION 
Office of Workers’ Compensation Programs 


NOTICE OF EMPLOYEE’S RECURRENCE OF 
DISABILITY AND CLAIM FOR PAY/COMPENSATION 


IMPORTANT: Before completing this form please read ὁ 


arefully che instructions. 


PART A -- EMPLOYER 


1, NAME OF INJURED EMPLOYEE (last, first, middle) 


2. SOCIAL SECURITY 
NUMBER 


3. QWEP file number for original 
injury (if known) 


4, HOME MAILING ADDRESS (include zip code} 


. HOME TELEPHONE 
Area Code 
Number 


6. NAME AND ADDRESS OF EMPLOYING ESTABLISHMENT 
at cime of original injury (number, street, city, state, zip code) 


7. NAME AND ADDRESS OF EMPLOYING ESTABLISHMENT 
at time of recurrence, if other than 6. 


8 DATE AND HOUR 9. DATE AND HOUR 10. DATE AND HOUR stopped | 11, DATE AND HOUR pay 
of original injury of recurrence work following recurrence stopped following 
(mo,, day, year) Olam}  (mo., day, year) O am. (mo, day, year) Qam recurrence 
᾿ Opm. O pm, Ὦ pm {mo., day, year} 

12. PAY RATE IN EFFECT a, Base pay Ὧν Subsistence -. Quarters. d. Other gay 

A. Date of Recurrence $ per $ per $ per $ per 

B, Date Stopped Work $ per s per $ per 4 per 
Following Recwrence 

13, Show work week at time pay stopped, 14, DATE AND HOUR returned to work, 15. At time of recurrence did official 
if other than Monday thra Friday following recurrence (mo., day, year) superior authorize medical treat mens? 
8. M T ἡ T F 8 Dam D Yes GNo 
Q pm 
Τὸ, DATE employee first received medical 17. NAME AND ADDRESS of physician treating employee (ollowing recurrence 
treatment following recurrence 
{mo,, day, year) 
18, After returning to work follawing the original injury, was the employee handicapped or in any way limited in performing his/her 


usual duties? Oyes Ono Af yes, explain) 


19, Describe the circumstances of the recurrence of disability as reported by the employee. If the condition gradually worsened over a period 
of time, describe the progress of the condition from the time employee returned to work up to the date of recurrence. 


20, Signature of official superior 2A, Title 22. Official superior's | 23, Date (mo., day, 
(at time of recurrence) work phone number year) 
Form CA-28 


Rev, July 1976 


PART 8 - CONTINUATION OF PAY 


34. Inclusive dates that eraployee's regular pay continoed during this period 
of recurrence. Da not include petied of sick or annual lense’ 


25. Show gross dollar amount of regular pay which 
employee recived during this period of recurrence, 


32 


fro. day, year) 


From: Through: 


26. If pay changed during the period employee 
was teceiving continuation of pay, for this 
Fecurrence, show date of change ὕπο, day, yr), 1b. Subsistence 


Te Quarters 'd, Other (epecify) 


[Tana 


PART C ~ EMPLOYEE 


28: Complete this tem if you worked duriog the Period shown in item 2910) or 29(«), 
a. Dates & Hours 
Worked 


¢. Total Amount 


(per hour, day or week) Earned 


t 
1 
| 
i 
Ι 
! 
ἢ 


| 
Ι ᾿ 
: ; 
| i 
[ , 
I 1 
I ' 


fa. Type Work 
Performed 


and the following as checked below, while disabled far work: 
[Π] 5. Sick and/or anna! leave 


Period: From: Through: 


Period: From: Through: 
C1 « Continuing compensation on account of occupational disease, 


Petiod: From: Thr ough: 


29, | certify that the securrence chimed on date in item 9 was due to the injury shown in item 8 and α hereby claim medical treatment, if needed, 


©) b. Continuation of regular pay not to exceed 45 days, which will include days taken during the original injury and prior teeurrence(s), and 
Compensation for wage loss if disability for work continues beyond 45 days. (If my claim ἐν dented, 1 understand that the continugtion of 
my regular pay shall be charged to sich or annual leave, or be deemed an averpayment within the meaning of 5 USC 5544), 


30. Signature of Employee or Person Acting on hither Behalf 


31, Date (Month, day, year) 


U.S, DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
Oftice of Workers’ Compensation Programs 


REPORT OF TERMINATION OF DISABILITY 
AND/OR PAYMENT 


PART -- A GENERAL 


3, OWCP File Number 
(If known) 


1, Name of Injured Employee (Last, first, middle) 2, Social Security Number 


4, Department or Agency 5, Bureau or Office 


6, Name and Address of Reporting Office (Include Zip Code) 


7, Date and Hour of 
Injury (Mo. day, year) 


ὁ Date and Hour Pay 10, Date and Hour Returned 

Stopped (Mo., day, year) to Work (Mo,, day, year) 
AM AM Clam [ἊΜ 
CPM tM [PM ΕἼΡΜ 


8. Date and Hour Stopped 
Work (Mo,, day, year) 
oO 


11. Employee's Work Week On 12, Present Pay Rate If Different From That Received At Time Employee Stopped 


Return To Duty ff Other Than | Work, 
Monday Through Friday a. Base Pay Ub. Subsistence! ¢ Quarters _ 1 ἃ, Other (Specify) | 


8s MT WT F 8 Ι ] 
| 1 4 


] 
Through: Through: 


|__Through 


14, Has Employee's Work Assignment Been Changed Because of Disability Resulting From This Injury? 
(J Yes CJ No If Yes, Describe The Type of Work Employee Is Performing. 


15. If Interrupted, Show Dates Deductions For Health 
Benefits and/or Optional Insurance Were Resumed 


16, If Health Benefits Option Has Changed Since Disability 
Began, Show New Code Number and Date of Change 


‘Mo, day, 
(Mo. day, year) Health Benefit 


(Mo., day, year) 


Optional Insurance 
Number Date 


17, Remarks: 


PART ~ B CONTINUATION OF PAY 


18, Inclusive Dates That The Employee's Regular Pay Con- 19, Show The Gross Dollar Amount Of Regular Pay Which The 
tinued During The Period OF Disability, Do not inclide Employee Received During The Period Of Disability, Do 
period of sick or annual leave (Mo,, day, year) not include pay received for sick or annual leave, 


From: Through: : 


20, If Pay Rate Changed During 
‘The Period Employee Was Receiv- 
ing Continuation Of Pay, Show 
The Date of Change (Μο,, day, 
year) 


21. 1f Pay Rate Changed During The Period Employee Was Receiving Continuation of 
τ Pay, Give New Rate 


22, Signature of Supervisor 


23, Title and Office Phone Number 24, Date (Mo., day, year) 


Form CA-3 
Rev, Dec, 1974 
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REQUIRED 
WRITTEN 
REPORT 


TELEPHONE; 
TELEGRAPH 
REPORT 


PAY RATE 
INFORMATION 


CONTINUATION 
OF PAY 


INSTRUCTIONS FOR COMPLETING FORM CA-3 
WHEN EMPLOYEE RETURNS TO WORK 


PART-A 


@ When disability ceases and/or employee returns ta work, the official 
superior shall immediately repart that fact to the OWCP on Form CA-3 
unless this information has been previously submitted on Form CA-t 
or CA-2 or otherwise, This form should be submitted for each injury 
resulting in time lost from work whether or not claim for compensation 
is made. 


@ Ifthe employee is receiving disability compensation periodically 
each four weeks, the official superior should immediately telephone 
or telegraph the OWCP advising the date employee returned to work. 
This will avoid an overpayment of compensation, Follow-up should 
then be made with Form CA-3, 


@ Employee's base pay in items 12a or 21a should not include value 
of subsistence, quarters or other pay. These should be shown 
separately in their own columns. 


PART — B 


® In most traumatic injury cases, the employee will have qualified for 
and received continuation of pay under 5 USC 8118 (FECA). When 
this occurs, items 9, 13, and 15 in Part A will usually be left blank. 
When there is a continuation of pay, Part B must always be completed, 
unless the information has been submitted on Form CA-7, Claim for 
Compensation on Account of Traumatic Injury. 


Foz sale by the Superintendent of Documents, U.S, Government Printing Office 
‘Washington, D.C, 20402 - Price $2.75 per 100 


Stock Number 029-016-00024 


GPO 861 508 


Who Should File 
Claim 


When Should 


Claim be Filed 


What Documents 
are Required 


How to Complete 
Claim 


Funeral/Burial 
Allowance 


INSTRUCTIONS FOR COMPLETING FORM CA.5, CLAIM FOR 
COMPENSATION BY WIDOW, WIDOWER, AND/OR CHILDREN 


@ This claim form should be completed and filed by the widow or wid- 
ower for self and surviving children, If there is no surviving widow 
or widower, the children’s guardian completes the claim. 


© Claim must be filed within three years following the date of death, 
unless the decedent's immediate superior has actual knowledge of 
an on the job injury or death with 30 days; or written notice of the 
injury or death was given within 30 days. The timely filing ofa 
disability claim will satisfy the time requirements for a death claim 
based on the same injury. 


δ. The mariage certificate(s) for a widow or widower, death certificate 
for decedent if not previously submitted; birth certificate or adop- 
tion documents for each child. Also, if appropriate, Letters of 
Guardianship. If either the decedent or the surviving sponse was 
previously married, legal documents showing dissolution of sech 
prior marriage(s). Copies of certificates or documents are accept- 
able only if they are certified by the person having official custody 
of such records, They should then be attached to the claim when 
it is filed. 


® All items should be completed. If an item is not applicable, indi- 
cate by showing "ΝΑ," Note that the form requests information 
about several different categories of persons, i.e., items 1-7 make 
inquiry about the decedent; 8-13, the surviving widow or widower; 
14-14a, surviving children; and 15, the children’s guardian. The at- 
tending physician’s report on the reverse of the claim must also be 
completed before the form is submitted to the OWCP. 


@ Submit original itemized funesel and burial! bills, If paid, so indi- 
cate and give name and address of person making payment. If an 
Administrator or Executor has been appointed, give such person's 
name and address and attach a copy of the appointment document. 


See the reverse of this page for a definition of dependents and a description of benefits, 


Form CA-5 
REV. NOV. 1574’ 
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DEATH BENEFITS FOR SURVIVING WIDOW, WIOOWER AND/OR CHILDREN 
UNDER THE FEDERAL EMPLOYEES’ COMPENSATION ACT (FECA) 


@ To qualify for benefits, a widow or widower must have been Hving with the 
employee or separated for reasonable cause Prior to the time of death. Pay- 
ments continue for life or until remarriage. Upon remarriage, a widaw or 
widower will receive a lump sum equal to 24 times his or her monthly ᾿ 
compensation, If the remarriage occurs at age 60 or later, no lump sum is 
paid. Instead, payments continue for life. 


Widow or 
Widower 


Children @ Eligible children includes natural, adopted, step and posthumous children 
unmarried and under 18 years of age. Payments continue beyond 18 if the 
child is incapable of self-support because of mental or physical incapacity. 
Payments also continue on behalf of children over 18 if they are fulltime 
students. Student benefits terminate on: maniage, completion of four 
years of education beyond high school level, or at age 23, whichever 
occurs first. 


Compensation © For widows or widowers - 50% of the employee’s monthly pay if there are 
Rates no surviving eligible children - 45% if there are eligible children. 


Children - 15% each, not to exceed a total of 30%, shared equally if there 
is a widow or widower; if there is no widow or widower, 40% for one child 
Plus 15% for each additional child, shared equally, Monthly Payments for 
all beneficiaries cannot exceed 75% of the employee's monthly: pay rate, or 
75% of the top step of GS-15 of the General Schedule. 


Funeral/Burial ® Funeral and burial expenses up to a maximum of $800 may be paid, Amount 

Allowance Paid by the VA will be deducted. If death occurs away from employee's 
duty stetion, transportation Costs may be paid to return the deceased em- 
Ployee to his home or last place of residence. in addition to any funeral or 
burial expenses, a sum of $200 may be paid for reimbursement of the costs of 
termination of the decedent's status as an employee of the United States, 


Third Party @ If the injury o death results from activity of α Person or party other than 
Action the Federal Eovernment, ἃ “third party action’ or lawsuit may be indicated, 


In such instances, the Department of Labor will provide further instruc- 
tions, 


Hf additional information is needed, it may be obtained from the Office of Workers’ Compensation 


Programs, 
For sale by the Superintendent of Documents, U.S, Government Printing Office 
2 


Washington, D.C, 2040: 
Stock No. 029-016-00021-6 


U.S. DEPARTMENT OF LABOR 
Employment Standards Administeation 
Office of Workers! Compensation Programs 


CLAIM FOR COMPENSATION BY 
WIDOW, WIDOWER, AND/OR CHIL DREN 


|. NAME OF DECEASED EMPLOYEE (Lae. 


frat, middto) 2. DATE OF 3. DATE OF 4, DATE OF Si AOGIAL SECURITY 
BIATH (ifa., day, |INJURY (Mo. dey,| DEATH (Mo., dey. | NUMBER 
year) year) yoas) 


δ. NAME ANO ADORESS OF EMPLOYING AGENCY (Include Zip Code)|7. NATURE OF INJURY WHICH CAUSED DEATH 


δ. NAME AND ADDRESS (Inchiate Zip Code) 4. YOUR DATE DATE OF ΜΑΗ- 
CLAIM OF QF BIRTH OMe. | MAGE TO EMPLOYEE! 
SURVIVING day, year) (Moy day, year) 
HUSBAND 

OR 

WIFE 
11, WERE YOU LIVING WITH THE wi . 113, WAS EMPLOYEE EVER MARRIED TO 
(tema 8 EMPLOYEE AT TIME OF DEATH? Ge OTHER THAN THE EMBLOVEE) | ANYONE OTHER THAN YOURSELF? 
trough 13) 
ΓῚ ves [1 xo Co] ves ΓΙ xe Cres ΓῚ wo 


(4, LIST ALL OF EMPLOYEE'S CHIL DREN FROM THIS MARRIAGE WHO WAY DE ERTITLED TO COMPENSATION {See attached imforsation 
shoot for detinition of childranye’ 


NAME RELATIONSHIP DATE OF BIRTH ADDRESS (Inelade Zip Code} 


14a, LIST ALL OF EMPLOYEE'S CHILOREN FROM PRIOR MARRIAGES WHO MAY BE ENTITLED TO COMPENSATION: 
NAME RELATIONSHIP: DATE OF BIRTH ADDRESS (Ineinde Zip Code) 


15. IF A LEGAL GUARDIAN HAS BEEN APPOINTED FOR ANY CHILD NAMED ABOVE, GIVE KAME OF CHILD, NAME AND ADDRESS OF 
THE GUARDIAN. 
CHILD 


GUARDIAN GUARDIAN’S ADORESS {Inclade Zip Code} 


16, LIST OTHER RELATIVES WHO WERE FULLY OR PARTIALLY DEPENOENT OH EMPLOYEE: 


NAME RELATIONSHIP DATE OF BIRTH ADDRESS ἐκείνας Zip Code) 


17, IF EMPLOYE 


WAS EVER IN THE ARMED FORCES OF THE 
UNITED STATES, GIVE: 


18, 1F APPLICATION HAS BEEN 
TION (VA) BENEFITS BECAU. 


ΝᾺ CLAIM NUMBER: 
ADDRESS OF VA GFFICE WHERE CLAIM 1S FILED: 


SERVICE NUMBER: 
BRANCH OF SERVICE: 
PERIOD OF SERVICE: 


19, IF APPLICATION HAS BEEN MADE FOR U.S, CIVIL SERVICE 
ANNUITY BECAUSE OF EMPLOYEE'S DEATH, GIVE: 
CSF CLAIM NUMBER! 
DATE ANNUITY BEGAN: 
AMOUNT PAID PER MONTH: 5 


‘20, IF CLAIM HAS BEEN MADE AGAINST A THIRD PARTY BECAUSE 
OF EMPLOYEE'S DEATH, GIVE: 

AMOUNT OF REGOVERY: $ 

NAME ANG ADDRESS OF THIRD PARTY! 


21, TOTAL BUREAL 22, AMOUNT OF BURIAL | 23. NAME AND ADDRESS OF PARTY {Other than VA) WHOSE FUNDS WERE USED TO 
EXPENSE EXPENSE PAIO Of PAYs|PAY BURIAL EXPENSE AND AMOUNT PAID S 
ARLE BY VA 
: 4 


{ HEREBY CERTIFY THAT EACH AND EVERY STATEMENT MADE ΑΒΟΥῈ 5 TRUE ΤΌ THE BEST OF MY KNOWLEDGE, 
24, SIGHATURE OF PERSON FILING CLAIM 26, ADDRESS (include Zip Coda) 


26, DATE 
(Hon, cap, year) 


rom CA-5 


REV. NOV, L974 


ATTENDING PHYSICIAN'S REPORT 


1 NAME OF DECEASED EMPLOYEE (Laat, first, middie) 2. DATE OF DEATH (Ma., day, year) 
2 BHAT HISTORY OF INJURY OR EMPLOYMENT RELATED DISEASE WAS ΜΕ TREATED FOR DISEASE, GIVE DIAGNOSIS, 
SIVEN TO YouT 

ΜΡ DEATH WAS NOT INSTANTANEOUS, DESCRIBE THE TREATMENT YOU PROVIOED, δε ΘΛ ΤΕΣ ON WHICH TREAT. 


% WHAT WAS THE DIRECT CAUSE OF DEATH] 


©. WHAT WERE THE CONTRIBUTORY CAUSES OF OEATH, IF ANY? 


8. IN YOUR OPINION, WAS THE DEATH OF THE EMPLOYEE DUE TO THE INJURY AS REPORTED IN (TEM 3 ABOvEr []γῈ5 [Ἴνο 
GIVE THE MEDICAL REASONS FOR YOUR OPINION, UNLESS CAUSAL RELATIONSHIP IS OBvious, 


{0 WAS A BIOPSY OR AW AUTORSY PERFORMED? YES NO UF YES, GIVE NAME AND ADDRESS OF PHYSICIAN AND ARRANGE 
FOR A COFY OF THE REPORT To BE autree oO 


M1. MAME AWD ADDRESS (Please type = πεν Bip Comes | 12. SIGKATURE 15. DATE SIGNED (οι, day, yeas) 


U.S, DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
Office of Workers’ Compensation Programs 


OFFICIAL SUPERIOR’S 


REPORT OF EMPLOYEE'S DEATH 


1. Name of Deceased Employee 
(Last, first, middle) 


2. Date of Birth 


(Mo, day, year) 


5 4. Social Security No. 
O Male 


D Female 


5, Department or Agency 


ὁ. Bureau or Office 


7. 


Name and Address of Reporting Office 


8, Name and Office Phone Number of Employee's 
Official Superior 


9, Date and Hour of Injury 10, Date and Hour of Death 1h. Date and Hour Employee's Pay Stopped 
(Mo., day, year) ἀμ 0] {Mo., day, year) aM O (Mo., day, year) AM 
ΡΜ OF pM ΡΜ D 
12, Describe How Injury Occurred 13. Was Employce in Performance of Duty When (njury Occurred? 
Yes C1) No (if Ne, Explain): 
14, Location Where Injury Occurred 15, Location Where Death Gecurred. 16. Immediate Cause of Death (Attach Medical 
and Autopsy Reports if Available) 
17, Emptoyee's Pay Rate As Of 
a. Base Pay b. Subsistence τ. Quarters d. Other 
A. Date of Injury per ' per ' per $ per 
B, Date Pay Stopped per $ per t per $ per 


Cl Yes 


18. Did Emptoyee Work in Position Held At Time of Injury 
for a Full Eleven Months Immediately Prior τὸ the Injury? 


ONe 


Q Yes 


19, If Answer to 18 is No, Would Position Have Alfocded Employment 
for Eleven Months Except for the Injury? 


ONe 


rey 
5 


Did Employce Receive Leave Pay for Any Pate of Period from Time Fey Stopped το Date of Death? (Give Inclusive Dates) 


a, Pay Rate Used For COP 
2 per 


8, Inclusive Daves of COP 
From To 


ε- Gross Dollar Amount of COP 
3 


HBS Code Number: 


22, 1 Employee was Enrolted in Health 
Benefit Plan for Self and Family, Show 


23, Shaw Date Through Which HBS 


Deductions Were Last Made 
(Mo., day, your) 


24. 


If Ermployee Received Medical Care Priot to Death, 
Give Name and Addzess of Attending Physician 


25, If Injury was Caused by a Third Party, 
Give Name and Address of Third Party 


Party 


26, Give Name and Address of the Attorney Representing the 
Survivors if Legal Action is Instituted Against the Third 


27, Show Amount of Thitd 
Party Recovery, WAny 


$ 


Branch of Service: 
Serfal No. fif known} 


28. If Employce was a Member of the Armed Services of the United States, Show: 


29. 


Has 2 Claim for Survivor's Benefit Been Filed with 
the United Stases Civil Service Commission? 


O ves O No 


30, Name and Address of Employee's Spouse ar Next of Kin (Show relationship, if other than spouse) 


31. Signature of Official Superior 


32. Title 


33. Date 
(Aton, day, yr) 


Form CAS 


Rev, July 1978 
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INSTRUCTIONS FOR COMPLETING FORM CA-6 


When a Federal employee dies as a result of injury in performance of duty or because of an 
employment related disease, the death should be reported on this form. This form eliminates 
the need to complete and file the official superior's report on Form CA-1, Federal Employee’s 
Notice of Traumatic Injury and Claim for Continuation of Pay/Compensation or Form CA-2, 
Federal Employee's Notice of Occupational Disease and Claim for Compensation. It also re- 
places the “‘Report of Death” on Form CA-3 (Dec. 1970 version). 


The form is to be completed by the deceased employee’s official superior or other authorized 
official of the employing agency. It should be accompanied by a certified copy of the death 
certificate, when submitted to the OWCP. 


If additional space is required, attach separate sheets numbering the answers to correspond 
with the items on the form. 


For additional information about death benefits, see 20 CFR 1.1 and/or Chapter 810, Injury 
Compensation, Federal Personnel Manual. 


For sale by the Superintendent of Documents, U.S. Government Printing Offi 
Washington, D.C, 20402 + Price $2.50 per 100 ing Office 


Stock No, 029-016-00039-9 


INSTRUCTIONS FOR COMPLETING FORM CA~7, CLAIM FOR 
COMPENSATION ON ACCOUNT OF TRAUMATIC INJURY 


Form CA-7 has been designed to claim compensation for wage loss, or to claim a scheduled 
award, when disability is caused by a traumatic injury. If disability results from an occupa- 
tional diseasa, Form CA;4 should be used to claim compensation, 


PART A — EMPLOYEE'S STATEMENT 


Φ Items 1-17 on the front of the form are to be completed by the employee or someone 
acting on his/her behalf in every case where the employee: 


1. 1s disabled dus to a job-related traumatic injury and is ina nonpay 
status for mare than 3 days; 


2. Incurs a scheduled permanent impairment; or 
3. Is unable to resume usual work, 


® |f the employee does not qualify for continuation of pay {for 45 days), the form should 
be completed and filed with the OWCP within 10 days following termination of pay, The 
form should also be submitted when the employee reaches maximum improvement in 
a scheduled award situation. If the employee has received continuation of pay for 
45 days and Is still disabled thereafter, the form should be filed with OWCP not more than 
5 working days following the end of the 46-day period. 


Θ᾽ |f compensation is being clalmed solely for wage loss, item 6 must be completed to show 
the period compensation is claimed, and item 7 must show pay received from any source 


for work or leave, ἢ claim is based.on ascheduled award and there has been no wage loss, 
item 6 is not applicable. 


PART B -- GENERAL 


® Employee's base pay in items 19a (and 29a) should not Include value of subsistence, 
quarters or other pay, These itams should be shown separately in their own columns, 


PART C -- CONTINUATION OF PAY 


® This part must be completed only if the employing agency continues tha employee's 
regular’ pay during the period of disability (not to exceed 45 days). 


Inst, CA-7 
Fab, 1975 
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PART D — COMPENSATION 


® No compensation is payable for temporary total disability untit the employee 


enters a nonpay status, therefore, item 30 refers to termination of all pay, whether 
“regular”, sick leave, annual leave or other. Compensation may be payable im- 
mediately following the termination of all pay, subject to the 3-day waiting period. 


PARTE -- RETURN TO DUTY 


Θ᾽ when the employee returns to work prior to submission of Form CA-7, completion of 


Part Ε will eliminate the necessity of filing Form CA-3, 


PART F — CERTIFICATION OF SUPERVISOR 


Θ᾽ The supervisor's signature on this form does not imply acceptance or approval of the 


claim. 1% certifies only as to the accuracy of the information submitted re: pay 
rate, leave, termination of pay, ete. 


FORM CA-20 — PHYSICIAN'S REPORT 


® In most cases compensation cannot be paid until medical evidence has been submitted, 


supporting the employee's allegation of disability. The supervisor should therefore detach 
the Form CA-20, complete items 1-4 on the front and show the address of the correct 
OWCP District Office on the reverse, The form should then be promptly referred to the 
attending physician for his/her early report to expedite adjudication of the claim. 


For additional information, see the Regulations governing the administration of the FECA 
(Code of Federal Regulations Title 20, Chapter 1) or Chapter 810 of the Civil Service 
Commission's Federal Personnel Manual, (FPM). 


U.S. DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION CLAIM FOR COMPENSATION ON ACCOUNT OF 


Office of Workerr’ Compensation Programa 1OWCP) TRAUMATIC INJURY 
PART A - EMPLOYEE'S STATEMENT 
αν Name of Injured Employee (Lost, firet, middle) ἃ, Soci) Security Number ἃ. OWCP File Number (If known) 
4. 1. Claim Being Made For Wage Loss? δι. Ib Clalm Baing Made For Schedwed Award Based On Permanent Disabliity 


Tovolving Member, Organ Or Function of Body? 


Ov Ov Ove Two 


6, Period Compensation lt Claimed As A Result Of Wage Loss 7, Haw Any Pay Been Received For The Period Shown in fem 67 


Mo, day, year! 
(Mea, day Chys [lwo  ityes stare 
Full Amount And Inelusive Dates For Such Period (Mfo,, day, year)” 


$ From: Through: 


From: Through: 


8. Has A Claim Boen Made Againat Any Third Party Responalble For The Injury? [Ἴ veg One 9 Statue Of Third Party Claim/Amount 
ecovery 
If Yea, Give Name And Address Of Such Party Or Insurnoce Currier 


10, Were You Ever In The Armed Forces Of 4. Service Number 1b. Branch Of Service {| & Perlod Of Service (Mo, day, year} 
The United States? ῃ 
: From: 
(lve [no it ves, rum => : Throwsh: 


4, Nature Of Disabilliy 


Ji. If Anawer To ltem 10 [9 Yes, tiave You Applied — | a. Claim Number: b Address of VA Office Where Claim le Filed 
And Monthly Payment 


For Ot Recelved Benefits From The Veterans Admin : 
μακίοη Based On Such Service? 


Cy vee [No tt Yes, Murniah op 


12, Have You Applled For Or Received An Annuity Unaer ἃ. Claim Number 
‘The U.S. Civil Service Retirement Act Or Any Other Federss 
Retirement Or Disabitity Law? 


Cove [No it Yeu, Furnish ea 


Ὁ, Date Annuity Began (Mo, day, year) | δ, Amount of 
1 Monthly Payment 


13, List Your Dependents Living With 
Date Of You? 
Relationship. Birth (¥aa/No) Malling Address, Uf Different From Your Own, 


14. Show Amount Pald Rach Month For Support Of Dependenta Not Living With ¥ ou. Give Dependents’ And Payess’ Names And Addresses And State 
Whether Such Payments Were Ordered By A Court, If Support Was Ordered By A Court, Attach A Copy Of The Order, 


hereby make claim for compensation because of the injury sustained by mve while in the performance of my duty for the United States, said Injury 
not being die to willful miconduet on my part or to my Interition to bring about the Injury or death of myseti or another, of δ ry intoxication, 

{ hove bean disabled hecovee of this injury snd heve cot retuned of foiled 10 perform any work | wes able to do during the period for which compensa- 
thon ἰ claimed and every stutemant abave is tras to the best of my knowleddps and beli 


16, Employee's Signature 16, Keaploype'n Home ddalling Address (Include Zip Code) jt 7, Date (Ma, day, year) 


Form CA? 
Feb, 1875 


STATEMENT OF OFFICIAL SUPERIOR 


PARTS — GENERAL 
18. Name and Addrees of Reporting Office (Number, atroat, alty, etata δὴρ podat 


το bsp Ber Τὸ Bubestence 1 Quarten [a Other (Spectty) aes 


19, Pay Rate As Of; ΄ 


Date Employee ἢ 

Stopped Work {sper $a oper 
20. If Employee Recelved Additlomal Pay, Le, Premium, Sunday, Night Differen: | 21. Show Work Week When Pay Stopped Jf Other Than Monday 
tal, Identify Type Abd Show Amouat ‘Through Friday 

Type a par ao oM oT W T F § 
Τ 
ἜΣ Did Employee Wark In The Poutllon Held At The δι ΠῚ Answer To 22 la No, Would The Position Have 24 Total Lengih οἱ 
Tine of iury A FU Rives Months Immediately Prior ἰ Provided Employment For Eleven Months, Except For Employee's Federal 
To ‘The Injury? ‘The Injury? Civilian Service 
Uva (Ne OQ ver [re ᾿ 


25, Inchusive Dates Employee Received Leave Pay For Any Part of The Period Since Stopping Work 


PARTC -- CONTINUATION OF PAY 


ΣΕ. Pay Rate Used For“Contisus- | 27, Inclusive Dates Regular Pay Continued During 26, Grom Dollax Amount of Regular Pay Which 
‘ton of Pay” Purposes Petiod of Disability, Do Nol Include Perlods of Sick Employee Received During Period of Disability, 
or Annual Leave Do Not Include Pay Received For Sick or Annual 
Leave 
4 per. From: 4 
39. 1 Pay Rate Changed While The [ 
Employee Was Rocelving Continuation Quarters 


of Pay, Show Date of Change And New ! 
Rate (tio, dey, year) 


per 18 per , per 
PART D — COMPENSATION 
80, Date And Hour AD Pay Terminated 31. Period For Which Compensation In Claimed 
(Ma, day, year) 
Daw 
om From: Through: 
$2 Deductions: Health Benefits Optional Insurance 
© Wea Employee Envolled On Date Phy Stopped? Ove Ono Ova Ono 


Ἐν 11 Yea, Furnas Code Numsher, 
& If Yes, Give Date Through Which Deductions Were Last Made, 


PARTE — RETURN TO DUTY 


43. Date And Hour Returned To Work δὲ, Pay Rate At Time 85. Bhow Work Week On Retum To Work 
(io, day, year) Returned To Work Monday Through Friday 0 Work 1f Other Than 
Os 
Π ΡΜ πα ΝΝΝ 6 MT W τ F g 


26. If Work Ascignment Has Been Changed Because of Disabilily Resulting From The Injury, Describe Type of Work Employee 1s Now Performing, 


PART F -- CERTIFICATION 


47, T cantify that the 
wit gee pd Scercemation siven above and that furnished by ibe employes on the reverse of this form is true bo the best of my knowledge 


a. 
‘Slanature of Supervisor 29, Tide And Office Phooa Number 40, Date (Mo, doy, year) 


CA-7 
Flv, Feb. 1975 


U.S, DEPARTMENT OF LABOR 


EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICE OF WORKERS' COMPENSATION PROGRAMS {OWCP) 


ATTENDING PHYSICIAN'S REPORT 


τι 


NAME GF INJURED EMPLOYEE {1.66}, first, middle) 


2. HOME MAILING ADDRESS (Number, street, elty, state, rip code} 


ἢ. 


DATE AND HOUA OF INJURY (Mo, day, sear) 
O am 


Πρ" FROM 


ἃ, PERIOD COMPENSATION 15 CLAIMED AS A RESULT OF PAY LOSS 
fito, day, year} 


το 


b WHAT HISTORY OF INJURY (including disease caused by the employment) DID EMPLOYEE GIVE YOU? 


δ 


WHAT ARE YOUR FINDINGS fincdude results af Xvays, laboratory tests, ete)? 


7 


WHAT ΙΒ YOUR DIAGNOSIS? 


8. 


(QELIEVE THE CONDITION FOUND Was (was NOT [Π CAUSED OR MATERIALLY AGGRAVATED BY THE EMPLOYMENT 
ACTIVITIES DESCRIBED, MY MEDICAL RATIONALE IS ATTACHED, 


DID INJURY REQUIRE HOSPITALZATION? LI YES LINO 
NAME AND ADDRESS OF HOSPITAL 


DATE OF ADMISSION /Afe., day, year) 
DATE OF DISCHAAGE (Mo, day, year) 


τὸ, Ι5 ADDITIONAL HOSPITALIZATION 
REQUIRED? 


Oves Gino 


Tt 


SURGERY C) YES CINO {if yes, attach copy of report) 


12. DATE SURGERY PERFORMED 
(Mo, day, year} 


τῇ. WHAT (Other? TYPE OF TREATMENT DID YOUPROVIGE? 


τὸ, -WHAT PERMANENT EFFECTS, IF ANY, 00 
YOU ANTICIPATE? 


18, OATE OF FIRST 


EXAMINATION 
(Mo., day, year} 


16. DATES OF TREATMENT (Afo,, day, vear) 


17, OATE OF OISCHARGE 
FAOM TREATMENT 
{Mo,, day, year) 


768. PERIOD OF DISABILITY {if fermiaation date unknown, indicate) 


{ho., day, year) 
TO 
TO 


TOTAL DISABILITY: 
PARTIAL DISABILITY: 


FROM 
FROM 


78. DATE EMPLOYEE ABLE TO RESUME [Mo., day, year} 


LIGHT WORK 
REGULAR WORK 


20, 1F EMPLOVEE IS ABLE TO RESUME WORK, HAS HE/SHE BEEN ADVISED? [YES [) NO, IF YES, FURNISH GATE ADVISED 


(Mo,, day, year) 


21. 


IF EMPLOYEE [5 ABLE TO RESUME ONLY LIGHT WORK, INDICATE THE EXTENT OF PHYSICAL LIMITATIONS ANO THE TYPE 
OF WORK THAT COULD BE REASONABLY PERFORMED WITH THESE LIMITATIONS. 


22. GENERAL REMARKS AND RECOMMENDATIONS FOR FUTURE CARE, IF INDICATED. 


23, TYPED OR PRINTED NAME AND: 


SIGNATURE OF PHYSICIAN (ineiude 
Professional Degree) 


24, ADDRESS (Number, street, city, state, zip code) 


35, DATE OF REPORT 
Mo. day, year) 


Form CA-20 
Rev. June 1979 


46 


IMPORTANT: A MEDICAL REPORT IS REQUIRED BY THE OF FICE OF WORKERS‘ COMPEN- 
SATION PROGRAMS BEFORE PAYMENT OF COMPENSATION FOR LOSS OF 
WAGES OR PERMANENT DISABILITY CAN BE MADE TO THE EMPLOYEE, 
'® YOU HAVE SUBMITTED A NARRATIVE MEDICAL REPORT OR A FORM 
CA-16 TO OWCP WITHIN THE PAST 10 DAYS, YOU NEED NOT SUBMIT THIS 
FORM CA-20. 

INST RUCTIONS TO PHYSICIAN FOR COMPLETING ATTENDING PHYSICIAN'S REPORT: 

1, COMPLETE THE ENTRIES 5.28 ON THIS FORM (AND ITEMS 14 ΙΕ NOT COMPLETED 

PREVIOUSLY); AND 

2, IF DISABILITY HAS NOT TERMINATED, INDICATE IN ITEM 18; AND 


3. FORWARD THIS REPORT TO THE OWCP OFFICE INDICATED BELOw: 


OF FICE OF WORKERS’ COMPENSATION PROGRAMS 


US. DEPARTMENT OF LABOR 
p c 
EMPLOYMENT STANDARDS ADMINISTRATION ΤΑΙ ΡΟΣ ΤΟΝ ΤΙΝΟΙΝ CSR RNA TION 
OFFICE OF WORKERS’ COMPENSATION PROGRAMS 


FOR INSTRUCTIONS SEE REVERSE SIDE 


STATEMENT OF INJURED EMPLOYEE 


1. NAME OF INJURED EMPLOYEE (Last, first, middfe/ 2. OWCP FILE NUMBER, IF KNOWN 
3. HOME MAILING ADDRESS (include zip code) 4, SOCIAL SECURITY NUMBER 
5. DATE AND HOUR OF INJURY AM 6. PERIOD COMPENSATION IS CLAIMED AS A 

(Mo., day, year} Q RESULT OF PAY LOSS (Mo., day, year} 

0 PM FROM: THROUGH: 

7. HAVE YOU RECEIVED ANY LEAVE PAY DURING THE 8. AMOUNT RECEIVED $ 

PERIOD SHOWN IN ITEM 8.7 DATES COVERED BY LEAVE PAY 

O yes Q NO IF YES, COMPLETE ITEM 8, FROM: THROUGH: 
9. COMPLETE THIS ITEM IF YOU WORKED DURING THE PERIOD SHOWN IN ITEM 6, 


ὍΑΤΕΒ ἃ HOUAS : δ. PAY RATE c. TOTAL AMOUNT : 4. TYPE WORK 
WORKED {per hour, day of week)! EARNED : PERFORMED 


NAME & ADDRESS 
OF EMPLOYER 


IF YOU HAVE APPLIED FOR EMPLOYMENT WITH THE U.S, TRAINING AND EMPLOYMENT SERVICE GIVE 
THE FOLLOWING: 


REGISTRATION NO. DATE OF REGISTRATION OFFICE ADDRESS 


IF YOU WERE ONLY PARTIALLY DISABLED AND 01D NOT WORK, STATE REASON FOR NOT WORKING, 


Ὁ IF, SINCE FILING YOUR INITIAL CLAIM FOR COMPENSATION, YOU HAVE APPLIED FOR OR RECEIVED 


VA BENEFITS BASED ON MILITARY SERVICE FOR THE UNITED STATES, GIVE THE FOLLOWING: 


NAME AND ADDRESS OF OFFICE 
CLAIM NO. NATURE OF DISABILITY AND MONTHLY PAYMENT WHERE CLAIM 1S F/LED 


. IF, SINCE FILING YOUR INITIAL CLAIM FOR COMPENSATION, YOU HAVE APPLIED FOR 


OR RECEIVED AN ANNUITY UNDER THE CIVIL SERVICE RETIREMENT ACT OR OTHER FEDERAL 
RETIREMENT OR DISABILITY LAW, GIVE THE FOLLOWING: NAME AND ADDRESS OF OFFICE 


CLAIM NO. AMOUNT OF MONTHLY PAYMENT WHERE CLAIM IS FILED 


SIGNATURE OF EMPLOYEE OR PERSON ACTING ON 18. DATE (Mo., day, year} 
EMPLOYEE'S BEHALF 


a Printing Off 
For anle by the Superintendent of Dosuine nts U8, Government rinting Ofice Fon CA+B Revised Nov. 1974 


Stock Number 029-016-000224 
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STATEMENT OF OFFICIAL SUPERIOR 


16. IF EMPLOYEE HAS RETURNED TO WORK, 17, SHOW EMPLOYEE'S WORK WEEK ON RETURN 
SHOW DATE AND HOUR Ὁ am TO DUTY, IF OTHER THAN MONDAY THRU FRIDAY 
(Mo., day, year) O pm 

[s|mM|r]witiFjs| 

18. HAS EMPLOYEE RECEIVED ANY PAY FOR WORK, 18, IF ANSWER TO ITEM 18. IS YES, SHOW: 

LEAVE, SUBSISTENCE, QUARTERS OR OTHER 
REMUNERATION FROM YOUR AGENCY DURING THE AMOUNT: $ 
PERIOD SHOWN IN ITEM 8.ΟῸΝ THE REVERSE SIDE? 
TYPE OF PAYMENT: 
O Yes Oo No 


PERIOD: FROM: THAOUGH: 


20. IF THERE HAS BEEN ANY CHANGE IN EMPLOYEE'S HEALTH BENEFIT ENROLLMENT AND/OR OPTIONAL INSURANCE 


SINCE PREVIOUS CLAIM FOR COMPENSATION WAS SUBMITTED, PLEASE EXPLAIN. fia. change of pian or option; if 
edditional deductions have been made by the agency, show amount and period.) 


a 


REMARKS 


22, SIGNATURE OF OFFICIAL SUPERIOR 23. TITLE 24, DATE 


(Mo., day, year} 


INSTRUCTIONS FOR INJURED EMPLOYEE 


8. Items 1, through 16. on the reverse side should be completed by the injured emptoyee or by someone acting 
On the employee's behalf, The form should then be given to the official superior, 


b. The Injured employee should file Form CA-8 each two weeks during the period of disability unless otherwise 
notified by the OWCP, A copy of the form will be enclosed with each compensation chack. Additional 
Coplesmay be obtained from the OWCP or the employing agency, 


©. Employees are advised that fraudulent claims are punishable by a fine of not more than $2,000, or 
Imprisonment for not more than one year, or both, 
INSTRUCTIONS FOR OFFICIAL SUPERIOR 


8. The official superior must complete Items 16. through 24, and forward the form to the appropriate 
OWCP office, 


b. The official superior must also complete items 1. through 8. on Form CA-20a betore sending that form to 
the attending physician. it will also ba necessary for the official superior to show In item 3. on the reverse 
of the Form CA-20a, the address of the OWCP office to which the Physician should send the complated form, 


If additional space is required tor any reply, a separate sheet of paper may be used, numbering the 
‘newers to correspond with items on the form, 


NOTE: DELAY IN SUBMITTING THIS FORM PROPERLY COMPLETED, OR WITHOUT SUPPORTING MEDICAL, 


EVIDENCE, WILL DELAY PAYMENT OF COMPENSATION, 


Form CA-® Revised Nov. 1974 


U.S, DEPARTMENT OF LABOR 
EMPLOYMENT STANDARDS ADMINISTRATION 
OFFICE OF WORKERS’ COMPENSATION PROGRAMS 


ATTENDING PHYSICIAN'S 
SUPPLEMENTAL REPORT 


FOR INSTRUCTIONS 


SEE REVERSE SIDE 


NAME OF INJURED EMPLOYEE (Last, first, middie} 


2. OWCP FILE NUMBER, IF KNOWN 


HOME MAILING ADDRESS {/nchxde zip cade) 


4. SOCIAL SECURITY NUMBER, 


6. PERIOD COMPENSATION IS CLAIMED AS A RESULT 


8. DATE AND HOUR OF INJURY 
(Mo., dey, year! OAM OF PAY LOSS (Mo., day, year} 
O FROM: THROUGH: 
7. DATE OF MOST RECENT 8. IS EMPLOYEE'S PRESENT CONDITION] 9. IS EMPLOYEE TOTALLY 
EXAMINATION /Mo., day, year) DUE TO THE INJURY FOR WHICH DISABLED FOR USUAL WORK? 
COMPENSATION 1S CLAIMED? 
© yes Oxo O yes O No 

10. DESCRIBE NATURE OF PRESENT IMPAIRMENT τι, STATE DIAGNOSIS 

12. WHAT TREATMENT (S EMPLOYEE RECEIVING AND HOW OFTEN IS IT GIVEN? 

13. WHAT PERMANENT EFFECTS, IF ANY, ARE 14, DESCRIBE ANY CONCURRENT DISABILITY EMPLOYEE 
ANTICIPATED? HAS WHICH IS NOT RELATED TO THIS INJURY 

16. WILL DISABILITY FOR REGULAR WORK CONTINUE 16. IF EMPLOYEE IS ABLE TO RESUME REGULAR WORK, 
FOR 90 DAYS OR LONGER? O ves (No HAS HE OR SHE BEEN 80 AOVISED? DC) Yes ONO 
IF NO, APPROXIMATELY WHAT DATE WILL EMPLOYEE iF YES, SHOW OATE EMPLOYEE WAS INFORMED 
BE ABLE TO RETURN TO WORK? (Mo,, day, year} {Mo., day, yoar} 

17. IF EMPLOYEE 1S ONLY PARTIALLY DISABLED, SHOW 18, If EMPLOYEE HAS BEEN REFERRED TO ANOTHER 
DATE HE OR SHE WAS ABLE TO PERFORM SOME WORK PHYSICIAN FOR CONSULTATION OR TREATMENT, GIVE 
AND DESCRIBE SPECIFIC WORK RESTRICTIONS. fie. fim PHYSICIAN'S NAME & ADDRESS, 
tations in stooping, bending, ifting, ete} 

19, RECOMMENDATIONS AND PROGNOSIS 

20, ADDRESS (include zip code} 21. UF YOU SPECIALIZE, INDICATE SPECIALTY 

22. SIGNATURE OF PHYSICIAN 23, DATE OF REPORT (Mo, day, yeor) 


Form Ch-200 Revised Noy, 1974 
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INSTRUCTIONS FOR COMPLETING ATTENDING PHYSICIAN'S REPORT 


IMPORTANT: A MEDICAL REPORT IS REQUIRED BY THE OFFICE OF WORKERS’ COMPENSATION 
PROGRAMS BEFORE PAYMENT OF COMPENSATION CAN BE MADE TO THE 


EMPLOYEE. 


IF YOU HAVE SUBMITTED A MEDICAL REPORT ON FORM CA-16, CA:20 OR A 
NARRATIVE REPORT TO THE QWCP WITHIN THE PAST 10 BAYS, YOU NEED NOT 


SUBMIT THIS FORM CA-20a. 


1. Comptete the entries 7-23 on this report {and items 1-6 if not previously completed by the employing 
agency), and 


2. Forward the report to the OWCP office indicated below: 


OFFICE OF WORKERS’ COMPENSATION PROGRAMS 


SPO anaeat7 


INSTRUCTIONS TO AUTHORIZING OFFICIAL FOR COMPLETION OF PART A 


SELECTION OF 
PHYSICIAN 


PERIOD OF 
AUTHORIZATION 


FEDERAL MEDICAL 
FACILITIES 


DEFINITION 
OF INJURY 


DEFINITION OF 
PHYSICIAN 


FORM 
COMPLETION 


ADDITIONAL 
INFORMATION 


® A Federal employee injured by accident while in the performance of duty 
has the initial right to select a physician of his/her choice to provide nec- 
essary treatment. The supervisor shall immediately authorize examination 
and appropriate medical care by use of Form CA-16 issued to either 8 
United States medical officer/fospital or any duly qualified physiclan/ 
hospital of the employee's choice, 


If the employee elects to be treated by a private physician, a copy of the 
American Medical Association standard billing form (AMA OP 407/408/409; 
OWCP-1500a) should be supplied togethar with Form CA-16. 


A pnysician who is debarred fram the FECA program as prcvided at 20 
CFR 10.450-457 may not be authorized to examine or treat an injured Fed- 
eral employee, 


Generally, 25 miles from the place of injury, employing agency, or the 
employee’s home Is a reasonable distance to travel for medical care; how: 
ever, other pertinent factors must also be considered. 


Form CA-16 is valid for up to sixty days from date of issuance, and may be 
terminated earlier upon written notice from OWCP to the provider, It 
should not be used to authorize a change of physicians after the Initial 
choice is exercised by the employee. 


* US. medicat facilitiss include Public Health Service, Military, or VA 
hospitals. Federal health service facilities (health units) established under 6 
USC 7901 are not U.S, madical facilities as used hereln (see 20 CFR 
10.400). 


The term “injury” includes damage to or destruction of medical braces, 
artificial timbs and other prosthetic devices, Eyeglasses and hearing alds are 
included only if the damages were incidental ta a Personal injury which re- 
quires medical services. Treatment for Illness or disease. should ποῖ. be 
authorized unless approval Is first obtained from OWCP, 


The term “physician” includes doctors of medicine (MD), surgeons, 
podiatrists, dentists, clinical psychologists, optometrists, chiropractors and 
osteopathic practitioners within the scope of their Practice as defined by 
State law. The reimbursable services of chiropractors under the FECA are 
limited by statute to physical axamination, related laboratory tests and 
X-rays to diagnose a subluxation of the spine; and treatment consisting of 
tanual manipulation of the spine to correct a subluxation demonstrated by 
X-ray. 


Part A shall be completed in full by the authorizing official, The authoriza- 
tion is not valid unless the name and address of the physiclan or hospital ἐς 
entered In Item 1 and the signature of the authorizing official appears in 
Item 8. Check Box B1 or B2 or Item 6, whichavar is appropriate. In case of 
ittness or disease, only Box B2 may be checked. 


Show the address of the proper OWCP Office in Item 12, Send original and 
one copy of Form CA-16 to the medical officer or physician. If Issued for 
illness or disease, a copy must also be sent to OWCP. 


See 20 CFR 1 and/or Chapter 810, Federal Personne! Manual (FRM). 


Information for Physician — Sea Reverse Side 


Form CA-16 
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YOUR 
AUTHORIZATION 


USE OF CONSULTANTS 
AND HOSPITALS 


REPORTS 


RELEASE OF 
RECORDS 


BILLING FOR 
SERVICES 


TAX IDENTIFICATION 


NUMBER 


ADDITIONAL 
tNFORMATION 


INFORMATION FOR PHYSICIAN 


Please read Part A of Form CA-16, You are authorized to examine and 
provide treatment for the injury or disease dascribed in Item 6, for a pariod 
of not more than 60 days from the date of issuance, subject to the condi- 
tions In item 6, A physician who is debarred from the FECA Program as 
Brovided at 20 CFR 10.450-457 may not be authorized to examine or treat 
an injured Federal emptoyee. Authorization may be terminated aarlier upon 
written notice from OWCP, For extension of the authorization to treat 
beyond the 60 day period, apply to the office shown in Part A, Item 12, 


. 


© You may utillze Consultants, laboratories and local hospitals, If needed, 
Authorize semi-private accommodations unless a private room is medically 
necessary. Ancillary treatment may be provided to a hospitalized employee as 
necessary, 


After examination, complete Items 14 through 38, of Part B, and send your 
report, together with any additional Narrative or explanatory material, to 
the address listed in Part A, item 12. H the employee sustained a traumatic 
injury and is disabled for work, reports on Form CA-17, “Duty Status 
Report” may be required by the employing agency during the first 45 days 
of disability, Hf disability continues beyond 45 days, monthly reports should 
be submitted. Reports fram all Consultants are also required, Delay in sub. 
mitting medical reports may delay payment of benefits, 


Injury reports ara the officlal records of OWCP, They shalt not be released 
to anyone nor may any other use be made of them without the approval of 
OWCP, 


OWCP requires that charges be itemized using the AMA standard “Health 
Insurance Claim Form‘ (AMA OP 407/408/409; OWCP.1500, or HCFA- 
1600), Each procedure must be identified, in Column 24 C of the form, by 
the applicable Current Procedural Terminology (4th edition) Code (CPT 4), 
A copy of the form may be supplied by the employee at the time treatment 
is sought, 


Payment for chiropractic services is limited ‘to charges for physical examina- 
tions, related laboratory tests, and X-rays to diagnose a subluxation of the 
spine; and treatment consisting of manual manipulation of the spine to cor- 
rect a subluxation demonstrated by X-ray, 


The provider's Tax Identification Number (TIN) is an important identifier 
in the OWCP system, To spead Processing and to reduce inaccuracy of pay- 
ment, the provider's TIN {Employer Identification Number or SSN) should 
be shown on all reports and billings submitted to OWCP, If Possible, pro- 
viders shoutd dacide on a single TIN -- either corporate or Personal — which Is 
used consistently on OWCP claims. 


Contact the OWCP Office shown in item 12 of Part A, 


Pisase Remova There instructions Before Submitting Your Report. 


OMB No,: +215:0103 
“Ν ἝΝ Expires: 09/30/86 
Authorization For Examination And/Or Treatment U.S, Department of Labor 


Employment Standards Administration & 


Office of Workers‘ Compensation Programs 


The foltowing request far information is authorized by law (5 USC 8101 et, saq.). Benefits and/or medical services expenses may nat be paid or may be 
subject to suspension under this program unless this report is completed and filer! os requested. Information collected will be handled and stored in 
compliance with the Freedom of information Act, the Privacy Act of 1974 and OMB 3ir, No. 4-108, 


PART A ~ AUTHORIZATION 


1, Name and Address of the Medical Facility or Physician Authorized to Provide the Medica! Service: 


2. Employee's Name (Last, first, middie) 3, Date of Injury (Mo., day, yr} 4, Occupation 


δ. Description of Injury or Disease: 


6, You are authorized to provide medical care for the emptoyee for 8. pariod of up to sixty days from the data shawn in item 19, aubject to the 
condition stated in item A, and to the candition indicated either 1 or 2, in item Β, 


A, Your signature In item 35 of Part B certifies your agreement that all fees for services shall not exceed the maximum atlowable fee established by 
OWCP and that payment by OWCP will be accepted es payment in full for said services, 


8. (11. Furnish office and/or hospital treatment os medically necessary for the affects of this injury. Any surgery other than emergency must have 
prior OWCP approval. 


C12, There is doubt whether the employee's condition Is coused by an injury sustained in the performance of duty, or ix otherwite related to 
the employment. You are authorized to examine the employes using indicated non-surgical diagnostic studies, and promptly advise the 
undarsigned whether you baliave the condition is due to the alleged injury or to any circumstances of the employment, Pending further 
advica you may provide necessary conservative treatment if you balleve the condition may be due to the injury or to the employment, 


7, ita Disease or IItness it Involved, OWCP Approval for issuing 8, Signature of Authorizing Officia!: 
Authorization waa Obtalned from: (Type Name end Title of OWCP 
Official} 


9, Name and Title of Authorizing Official: (Tyee or print clearly) 


10. Local Employing Agency Telephons Number: 11, Date (Mo, day, year? 


12, Send one copy of your report: (Fill in ramainder of aduress) 13. Name and Address of Employee's Place of Employmant: 


Department or Agency 
U.S, DEPARTMENT OF LABOR 


Employment Stendarda Adaunistration 


Office of Workers’ Compensation Programs: Gureau or Office 


Local Address fincfuding Zip Code} 


Form CA+16 
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PART Β -- ATTENDING PHYSICIAN'S REPORT 


14, Employee's Name (Last, first, middle} 


15. What History of Injusy or Disease Did Employee Give You? 


18. Is There Any History or Evidence of Concurrent or Pre-existing Injury, Disease, or Physical Impairment? (ff yes, please describe) 


Cl yes One 


17, What Are Your Findings? flnctude results of X-rays, laboratory tests, etc,) 18. What Is Your Diagnosis? 


19. Da You Believe the Condition Found was Coused or Aggravated by the Employmant Activity Described? (Please explain your answer if there is doubt.) 


Dives Ono 


20. Did Injury Require Hospitetization? Cl yes Ono 21. is Additional Hospitalization Required? 
Hf yes, date of admission iMo., day, year} O ves no 
Date of discharge (Mo., day, year! 
22, Surgery Hf any, describe typet 23. Date Surgery Parfarmed (Mo., day, year} 
24, What (Other} Type of Treatment Did You Provide? 25, What Permanent Effects, If Any, Do You 


Anticipate? 


28. Date of First Examination (Mo., day, year) 27, Date(s) of Treatment (Mo., day, year} 28. Date of Discharge From Treatmant 
iMo,, day, year) 


29. Period of Disability (Mo., day, year) (If termination date unknown, so 30. Is Employee Able to Resume 
indicate) 
Total Disability: Fram To a Light Work Date: 
Partial Disebility: From To 1 Regular Work Date: 
31. 1} Emptoyee is Able to Resume Work, Has He/She Baen Advised? Oves Go No If Yes, Furnish Date Advised 


32. If Employee is Able to Resuine Only Light Wark, Indicate The Extent of Physical Limitations anc the Type of Work That Could Reasonably be 
Performed with These Limitations, 


33, General Remarks and Recommendations for Future Care, If Indicated, tf You Have Made a Referral to Another Physician or to a Madical Facility, 
Provide Name and Address. 


34, Do You Snecistize? [Γ yey ΕἼ νο {Δ γος, srate specialty) 


36. SIGNATURE OF PHYSICIAN, | certify that afl the statements In 36. Address (No,, Street, City, State, ZIP Cadel, 
fesponse to the questions asked in Part B of this form are trus, 
Complete and correct to the best of my knowledge, Further, | under- 
Stand that any false or misteading statment ar any misrepresentation 
oF concealment of material fact which is knowingly made may subject 
me to felony criminal prosecution, 


37, Tax identilication Number 38, Date of Report 


MEDICAL BILL: Charges for your sarvices should be Presented on the AMA standard “Health Insurance Claim Form” {AMA OP 407/408/409; OWCP- 
1500, or HCFA 1500). Service must be itemized ‘by Current Procedural Terminolagy Code (CPT 4) and the form must be slgned. 


For eale by the Superintendent of Locuments, U,8. Government Printing Oflice, Washington, B.C. 20402 


U.S. DEPARTMENT OF LABOR 
Employment Standards Adminietration DUTY STATUS REPORT 


‘Oftioa of Workers’ Compensation Programs (OWCP) 


PART A ~ SUPERVISOR 


1, NAME AND ADDRESS OF THE MEDICAL FACILITY AUTHORIZED TO PROVIDE MEDICAL SERVICES 


2, EMPLOYEE'S NAME (Lest, first, middle} 3. DATEOP INJURY a, GeCUPATION δ, SOUIAL SECURITY 
(Mo, day, year) NUMBER 


δ. DESCRIBE HOW THE INJURY OCCUARED ANO PARTS OF THE BODY AFFECTED, 


7. DESCRIPTION OF REGULAR WORK INCLUDING FHYSICAL REQUIREMENTS 


4, EXPOSURE (Check applicable exposure and fill In number af hours of axposure exch work day! 


HEAT coLo NOISE bust 
FUMES STRESS OTHER 
b. PHYSICAL REQUIREMENTS OF REGULAR WORK Frequency (Provide froquenéy, i.a., number of times or hours por day, in 
appropriate box). 
LITTLE OR NONE MODERATE OFTEN 


BEDENTARY — LIFTING στὸ 10 POUNDS 
LIGHT — LIFTING 10 to 20 POUNDS 
MODERATE ~ LIFTING 2010 50 POUNDS 
HEAVY — LIFTING BO to 100 POUNDS 
PULLING/PUSHING, CARRYING 

REACHING OR WORKING ABOVE SHOULDER 


WALKING ( HOURS) 

STANDING { HOURS) 

SITTING ἰ HOURS) 

STOOPING { HOURS) 

KNEELING { HOURS) 

REPEATED BENDING ( HOURS} 

CLIMBING { HOURS) 

OPERATING A MOTOR VEHICLE, CRANE, TRACTOR, ETC. 
OTHER: 

8, SEND A COPY OF THIS REPORT TO: 9. NAME ANO ADORESS OF EMPLOYING AGENCY, WHICH 


15 TO RECEIVE THE ORIGINAL REPORT. 
U.S. DEPARTMENT OF LABOR 
Employment Standards Administration 
Office of Workers’ Compensation Programs 


NSPRUCTIONS FOR COMPLETION AND , 

“SUBMISSION OF DUTY STATUS REPORT 
SUPERVISOR: Complete Part A. The form should then be referred to the attanding physician for completion of Part B. 
ATTENDING PHYSICHAN: Complete Part. 8, ‘The original form should be returned to the employing agency (as shown In. 
item 9). To prevent interruption in the continuation of ‘He empldyee's pay, the completed form should be returned to the 


employing agency within two days following examination.and/or treatmant,.A copy of the form should.also be sent to the 
OWCP (as shown In item 8), 


Form CA-17 
Rev. duly 1079 
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PART Β -- PHYSICIAN 


10. 18 THE EMPLOYEE ABLE TO PERFORM HIS/HEA REGULAR WORK (Decerioad in item 717 Ovyes no 
(tf yet, indicate whether Part or Full: Time and date ebie to resume euch work) 


O eanr time O rutt τιμὲ Date (Mo., day, year} 
Hours a day 


τιν IS THE EMPLOYEE ABLE TO PERFORM LIGHT WORK? LJ NO LI YES.1F YES, CHECK THE WORK TOLERANCE LIMITATIONS 
WHICH ARE DUE TO THE INJURY, (Including Preexisting Conditions} 


FULL PARTIAL NO 
PHYSICAL LIMITATIONS RESTRICTION RESTRICTION RESTRICTION 


PHYSICAL LIMITATIONS 
SEOENTARY -- LIFTING 0 to 10 POUNDS 


LIGHT — LIFTING 10 to 20 POUNDS 


MODERATE — LIFTING 20 to 50 POUNDS 


HEAVY — LIFTING δ0 to 100 POUNDS. 


PULLING/PUSHING, CARRYING 


REACHING OR WORKING ABOVE SHOULDER 


WALKING { HOURS) 

STANDING ( HOUVAS} 

SITTING { HOURS) 

STOOPING ( HOURS) 

KNEELING { HOURS} 

REPEATED BENDING = { HOURS} 

CLIMBING { HouRs) 
OPERATING A MOTOR VEHICLE, CRANE, TRACTOR, ETC, 
OTHER: 


EXPOSURE LIMITATIONS (Specify/: 


12. 1} THE EMPLOYEE IS TOTALLY DISABLED FOR DUTY, GIVEA BALEF REPORT AND PROGNOSIS 


13. PERIO® OF OISABILITY iif termination date unknown, sorindicate] |14, OATE EMPLOYEE ABLE TO AESUME WORK (Mo., day, yoar) 


TOTAL DISABILITY FROM το LIGHT WORK [5] 
PARTIAL DISABILITY FROM To REGULAR WorK ἢ] 


16. " EMPLOYEE IS ABLE TO RESUME WORK, HAS HE/SHE BEEN ADVISED? L) ves [ΓΙ NO. IF YES, FURNISH DATE ADVISED 
(Ma., day, year] 


16. DIAGNOSIS OF CONDITION OVE TO INJUAY 


12, DATE OF EXAMINATION 16, GATES OF FURTHER APPOINTMENTS, IF ANY. 
18. SIGNATURE AND TYPED OR PRINTEO NAME OF 20. PROFESSIONAL DEGREE 21, DATE ἐΜο,, dey, peor} 
PHYSICIAN 
For anle by the Buper ot ὯΝ U8, 1 Petaling Ofies, We ‘D.0, 20002 


PLEASE 00 NOT 
FOAM ApARGVED 


STAPLE IN gue no e730 ees 
HEALTH INSURANCE CLAIM FORM 
{CHECK APPLICABLE PROGRAM BLOCK BELOW) 
(ERE vo ΒΕ 0 TT REAR sone into: ΣΕ ΡΝ 
PATIENT AND INSURED (SUBSCRIBER) INFORMATION 
SPREE aE CE και FT HIE HT TN afar pate OF AT TMORTD wane ART WEE FART RUE SE OT 
1 PATENTS FORE RTE EHV TATE TOU TTT THRE TO Wa wan rea ErecTES Tao MELO 
we [ἢ ΓΊ "εις 

ταπατττεατοιτετοικτοπεα τ [Τ πτακεσταξουΣ το τοτε τοῦτ χα GA HEGRE 

sur trout, komen 
TeeerHone NO oO oO Oo o SURE ἃ TUPLOVED Ano COVERED b+ EUPLO! τὰ 
ατπέκπεκιτατασπαπετ oem EETA MANE σε RIG INEDEN | 18 WAR εδμσήτος ARLATIOTS: τι RGREDS ABORE ES STARRY GFW SAT TP 00 


SAG BUN AWE AND AGORESS AND AOLICY OM MEDICAL ASSISEARCE 
wu 
ἃ PATENTS EuPLoruent 


«OQ [15 


τειένμονε NO 
eat τρσμῖσκ 
3. ACCIDENT Τ Cuaumas § SOR 
Ty ieee ΤΕ ΣΣΖΟΣΙΩΩΙ 
avo [Ἴ Doers [snes [7 oe [ 
tC] anno 
TPES HANH RLET APSO a URE MEARE ATONE της TF Tauspead paren OF REGEN Sante το σποτσξισητο 
FAURE AE κατα GENO Haas KREME RARE AML ONE Sone eegs nus cau αὶ 80 acavest Rarutnt |"? berauNOR SUPPLIER #ON SURvCe DERCAIBAG δειον, 
LAUINORRE Veh MERIaATS eign Ho avSEL? OR FO Ne ΑΚ ϑοτα AECEPTS SSGIONMENT 8 CLONE 
aaneo one roen cw guntD on auTHonitED PERSON 
PHYSICIAN OR SUPPLIER INFORMATION 
ττστῖξον TARTS TAIT prmPTOM σατο σεν [13 BATE Naat COnsOLTED του το τρις Wu PATE TAS TAD ERE GRAMAAN [we ΕΟ ΤΩ 
ESSEn an ἐπεσηανο να μα Esai Meare ociouuRe NEDA ES mete 
ΠΣ ΤΙ ARE TS (it bis orton osanr DATE OF FIRFING OAR 
a 
rng tunouan raou [esmoven 
T7HAE GF REFEREE PUSAN OW ONE TOURGE eg PORLIE HEALTH AGENCY, τ ταν STITERT AEiaTEp 1a nOTHTALTATION Gwe 
ΕΙΣ 
ἀομηπτκα Joctcnsmaeo 
Fi Wane AND TBGRESE OF FREIITY WERE SERVERS RENDERED WV DINER Tra WOU OR τις τὶ FF Wak LABGRATORT WORE PERTOMED GUTSIOE TOUR OTRO? 
ves} Cleo emanars 
ἘΠ Baap agapntor WN OA any euaTE SONONN ToprOCKDURE  covuhn Ow REFERER RUNNERS #3 [5 
ΓΕ 
, ἀρῖον ws] wf] 
2 raunyranna ταῦ ἢ no] 
enon 
4 ἀὐῃιίοκαλτιαν wo 
π TT TE Ἐπτττττεξίσετκοετουπες. AIDEN Ten SR TORRES 7 aE Ba 
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oateofsenvet oF cou sughoss ‘ ort | a. 
apt 16 Ϊ sete [torstee aL serman unusuarsumeces on curcuusrancess | τθοῦ chars | υϑῆν τὸς 
᾿ 
H 
H 
Tan Meee | Kiam Wien enmnar | pis waoun a0 | Wena Out 
ΩΝ | Gchtly ak act eae ' 
ΦΑΡΟΣ ΔΊΩΝ μευ Abe ἀπό uae i Pat ἐπέλέσ τι H Ι 
τ “a D1 PMTEICIAN 4 SUPPLIER § ANDO A'OROQUF MAME. ADDR Ὥ 
a O ΤΕΣ ΟΣΣΤΟΣΣΣΣΣΣΖΟΣΙΖΙΣΙ 
τ τουῖ τοεῖττεξυκεττα 
ΠῚ 
BE voun Favs FecouNT wo τ τοῦτ TaOTERTE μα 
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BECAUSE THIS FORM IS USED BY VARIOUS GOVERNMENT AND PRIVATE HEALTH 
PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED BY APPLICAULE PROURAM, 


REFERS TO GOVERNMENT PROGRAMS ONLY 


MEDICARE AND CHAMPUS PAYMENTS, A patient's signature requesis 
Inat payment be made and aulhores seleasa ol medical information 
necessaty to pay Ihe claim. (1 item 9 is completed, the patient's 
signature authonzes rateasing Of Ing énformation to Ihe insurer or agen 
cy shawn In Medicare assigned of CHAMPUS participation cases. the 
pnysician agrees [0 accepl lhe charge determination of ihe Medicare 
cartier or CHAMPUS liscal Mtarmegiary as the full charge, and Ihe 
panent is responsible only for iha geguctible, coinsurance, and non 
covered services Comsurance and Ime ceduclible. ate based upon Ihe 
charge delermimauon of (he Medicare carne: of GHAMPUS liscal in- 


lermediary if this ἐ fess than Ihe charge submilted. CHAMPUS 15 ne 
heally insurance program and renders payment for health bene 
Diovided through membership and affiliaion wih ihe Undarmed Ser 
vices Information on Ihe patient's sponsor should be provided in those 
lems captioned “Insured”; ν8., items 3, 8. 7, 8. 9 and 11 


BLACK LUNG AND FECA CLAIMS: The provider agrees’ to accept Ihe 
amount paid by Ihe Government as payment in tull. See Stack Lung 
FECA instructions regasding required procedure and diagnosis coding 
systems, 


SIGNATURE OF PHYSICIAN OA SUPPLIER (MEDICARE, CHAMPUS, FECA AND BLACK LUNG} 


Ἰ cery that the services SHOWA OM this lam were medically indicated 
and necessary for the‘health of the patient and were personally ter 
dered by me or were rendered incident ta my professional service by my 
employee under immediate personal supervision, excepl as otherwise 
expressly permilled by Mediate or CHAMPUS regulations. 


For services to be considered a ‘incident’ jo a physician's protessional 
service, 1} they must be rendered ‘Utiday ihe physician's immediate per- 
sonal supervision by hisiher employee. 2) thay must be an integral 


although incidental part of a covered physician's service. 3} they mus{ 
be ot kinds commonly furnished in physician’s olfices. and 4) the ser- 
vices of nonphysictans must be included on the physician's bills. 


For CHAMPUS claims. | further certify that nether | nar any employee 
who rendered the services are amployees of members of the Uniformed 
Services (reler to 5 USC 5538). For Black Lung claims, | tusther certily 
Inat Ihe services periormed were for a Black Lung relaled disorder. 


No Part B Medicare benefits may be paid unless Ihis form is received as requited by @xsling taw and regulations (20 CFR 422 510) 


NOTICE; Any one who misrepresents or falsifies essential information to receive payment fiom Federat funds requested by this form may upon 


conviction be subject 10 fine and +mpnsoament under applicable Federal laws. 


NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF MEDICARE, CHAMPUS, FECA, AND BLACK LUNG INFORMATION 


We ate aviholized by HCFA, CHAMPUS and OWCP lo ask you [or in- 
formation needed in Ihe administration αἱ the Medicare, CHAMPUS, 
FECA. and BLACK LUNG programs. Authority to cotlect information is in 
section 205{a}, 1872 and 1875 of the Social Security Act as amended 
and 44 USC 3101, 41 CFR 101 et saq and 10 USC 1079 and 1086. 5 
USC 8101 εἰ seq: and 30 USC 901 81] seq. 


The information we obtain to complete ctaims under these programs 's 
used io enlily you and lo determine your eligibility. 11 is also used 10 
decide if ihe services and supplies you received are covered by these 
programs and to insure thal propaz payment is made, 


Tha informalon may atso be given [Ὁ other providers of services, 
carriers, intermedianes, medical review boards and olher organizalians 
or Federal agencies as necessary to admmnister these programs. For 


example, il may be neressaty to disclose information about (he benefits 
you have used 10 ἃ hospital of doctor. 


With the one exception discussed below, there, are no penaliies under 
these progiams for refusing to supply intormation. However, feilure in 
furnish information regarding the medical services rendered or 
amounl charged would prevent payment of claims under thi 
programs. Faure to furnish any other information. such as name ὧν 
claim number. would delay payment of the claim, 


IL is mandatory thal you tell us if you are being trealed dor a work 
felated injury so we can determine whether workers compensation will 
pay for treatment. Section 1877(aK3) of the Social Security Act provides 
ttiminal penallies tor withholding this intormation. 


MEDICAID PAYMENTS (PROVIDER CERTIFICATION) 


| hereby agree to keep such secords as are necessary to disctose iully 
the extent of services provided 10 individuals under the State's Tille XIX 
plan and lo jurnish information regarding any payments claimed tor 
providing such services as Ihe State Agency or Dept. οἱ Health and 
Human Services may aquest. | furiher agree to accept, as payment in 
lull, the amouni paid by ihe Medicaid program for those claims sub- 
milted fot payment under that program, with Ihe exception of authonzed 
deductibles and coinsurance. 


SIGNATURE OF PHYSICIAN (OR SUPPLIER): | ceridy Ihat ihe services 
listed above were medically indicated and necessary to Ine health of {his 
patient and were personally ‘endered by me or my amployee under my 
personal direction. 


NOTICE. This is lo certy thal the foregoing information 35 true, ace 
curate, and complete, 


1 undarstand that payment and satisiaction of this claim will be trom Federal and State funds, and that any false claims, sialements. of documents, 
of concealment of a material tact, may be proseculed under appticabte Federal or State laws. 


PLACE OF SEAVICE CODES; 

1+ (IH) + Inpatient Hospilat 

2 --{OH) + Gulpatient Hospial 

2-{0) - Doctor's Office 

4+(H) - Palieni's Home 

5: + Oay Gare Facilily (PSY) 

δ. τ Night Care Facitity {PSY} 

7 (ΝΗ) + Nursing Home 

& + (SNF) - Skiiled Nutsing Facility 

9. τ Ambulance 

(Ol) - Other Locations 

A-(tL} + Independent Laboratory 

Β (ASC) . Ambulatory Surgical Center 

G-(ATC) + Residentiat Treatment Center 

O-(STF) - Specialized Treaiment Factlity 

E+ {COR) - Comprehensive Qulpatient 
Aghabitilation Facility 

F . {KDC) - Independent Kidney Disease 
Treaiment Center 


TYPE OF SERVICE CODES; 
1 + Medical Care 
2 - Surgery 
3 + Consyllation 
4 « Diagnoshe X-Ray 
5 - Diagnostic Laboralory 
8 - Radiation Therapy 
7 - Anesthesia 
δ - Assistance al Surgery 
9 - Olher Medical Service 
Ὁ - Blood or Packed Red Cells 
A+ Used OME 
F - Ambulalory Surgica! Center 
H+ Hospice 
L + Renal Suppties in he Home 
Με Aitemnate Payment 
fot Maintenance Dialysis 
Ν᾿ Kidney Donot 
¥ + Pneumococcal Vaccine 
Υ « Second Opinion on Elective Surgery 
Ζ - Third Opinion on Elective Surgery 


GPO : 1988 0 - 210-999 


OMB No, 1215-0055 
Expires. 09/90/90 


(netructions for Completing the Attached AMA Uniform Health Insurance Claim Form 
(HCFA-1500) for FEDERAL EMPLOYEE'S COMPENSATION Cleiments 


GENERAL INFORMATION 


Claims filed under the Fedarel Employees’ Compensation Act (5 USC 8101 # sq.) are far smplayment-connacted illness of Injurits, 
All serviced, appliances, end iupplles prescribed of recommended by 5 qualified physicien, which the Secretary of Labor consider 
μεν oe retiat, reduce the degres or period of disshllity, or ald in tetsening tha emount of the monthly compensation, may be 
jurnithed, 

"Physician" includes urgeona, podiatrists, dentist, clinical prychotogiuts, optamatrists, chiroprecton, end osteopsthic prectitionens 
within the scope af thelr prectice as defined by Stata lew, The term “physician” inctudes chiropractors onty to tha ot thet thals 
reimburtable tarvices are |Imited to tresument consisting of manuel manipulation οἱ the spine to correct subluxation as demon. 
strated by X-ray to exist, 


FEES 

OWCP Is respomiible for payment οἱ all reasonable charges ttemming trom covered medical services to aligit!# claimants, and employs 
ἃ relative valua fee chedule ond other tests to determina reasonableness, Far spacific information about any schedule limita which 
tay apply to the pervices you are rendering, you may call the FEC District Ο δου which varvices your ares. 

‘Yous signature in item 25 of the claim form Indicates your agreement to accent the Government's charge datermination on covered 
sarvices #8 payment in full, ond your agreament not to seek reimbursement from the patient of any ariounts nat paid by OWCP as 
the reault of the application of its fee schedule or related teat for restocabtaness, (Please elso review carefully ifam 25 under the 
SPECIFIC INSTRUCTIONS below for ather certificetions eoproved by your tonature on the fon.) 

Schedule IImits ere applied τὸ procedures identified through an outometed bitling system, by code, corresponding to the AMA Physi- 
clan's Current Procedural Terminatogy {CPT 4). Accardingty, you should fomiliarize yourself with that coding tiructure and enter 
the sppropriste code for «βοῇ servica of procedure for which you aca billing, Failure to identity tha servicer rendered with the proper 
CPT 4 code may result In the rejection of the bill or the epptication of en incorrect unit vatue, 

Ani lina In Block 24 must be ured for eech procedure performed ond billed, 


SUBMISSION OF CLAIM 

The form must be fully completed eccarding to the instructions, end malled to the appropriate Federal Employest’ Compensation 
District Office, The bill may alto bd submitted to the employing federal egency, 10 be forwarded to the correct address, 

For services rendered by a phytlelan, chiropractor, of dentist, s medical report Is required which indicates the dates of treatment, 
dlegnotis, findings, and type of trestnent offered, In the initiat report, relationship af the Injury or IItnets to the employment should 
be axplained, X-ray of other test reportr should accompany billing: for these services, 

NOTICE; Anyone who misrepresents or folsifies essential Information to receive paymant from Federal funds may upon conviction 
ba subject to fine and Impritonment under epplicedie Federal lew, 


NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF INFORMATION 


We are euthorized by the Federal Employees’ Compensation Act [δ USC 8101 at seq.) to ask you fer information needed in the 
edministretion of this programs, The Information requested |b used to identify you, determina your eligibility, end decide whethi r the 

reviees you recelved are covered by the FECA program, Thera are no penalties for fellure to supply infarmetion; however, failure to 
furnith information regarding the medical service received of the amount cherped would prevent payment of the claim. Failure to 
fumish other Information, such δὲ heme or claim number, would deley payment, 


SPECIFIC INSTRUCTIONS 


The following Instructions are keyad to the standard AMA/Health Core Financing Administration Clrim form THGFA -1900), 
Modified versions of thiv form luued by local Madicera/Medicold Intermediaries may alsa be submitted to FECA, If they have bean 


epproved by HCFA, 


PATIENT INFORMATION: 

Henn 1, Enter the patlant’s leet name, fleet nema, mickile Initial, 

tem 2. Enter month, day, and yeer of patient's birth, 

ram 3. Omit. 

irom 4, (On ona line, enter the street address, and the city, stute end ZIP on enother, Telophone nutnber may be omitted. 


tam 6. Salf-explenstory: 

item 8. Enter Societ Security Number of patient, 

hteem 7, Omit. 

\tem 8, Enter FECA Claim Number. This fs ganerally a number prefined with tha latter “A”, Omission of the FECA οἰ εἰσι 


ταῦτ will result in deteya In bill-processing. 
trem 9, πὲ any potantlat third perty payers other then FECA, 
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Wem 10. 
fem 11, 
hem 12, 


fem 13, 


Check appropriate blocks, 

Omit. 

The signature of the patient or authorized representative authorizes release of the medicat information Necessary to. 
Process the claim, and requests payment, This must be colnptated (or the bill to be considered, 


The signature of the patient or authorized representative authorizes pa 


a iyment of the provider identified in item 25, This 
must be completed for the provider to receive direct payment, 


PHYSICIAN OR SUPPLIER INFORMATION: 


Compiete thosa items which are applicable to the service or δὶ 


Item 14, 
item 18, 


trem 16. 


them 16a, 


Item 17, 
trem 18, 


hem 13, 
Item 20, 
{tem 21, 
Hem 22, 
Item 23, 


Item 24, 


Item 25, 


Nem 26, 
Item 27. 
Item 28, 
item 29, 
Nam 30. 
fem 31} 
Hem 22, 
Item 43, 


quipment you are providing, Not all items will apply toa perticutar case, 
ess, Enter date of injury, in the casa of trauma or sccident, 
OF requested your services, for the condition for which the service is 


Enter date of first symptoms in the case of ifin 


Enter the date the patient first cansulted you 
provided, 


If applicable, and you are the attending physician, your report should explain the previous occurrence and give dates, 
Check this box anly if the services were authorized by the employer on farm CA-16, Authorizetion for Examination 
and/or Traatmant. 


The attending physician should comptete this item, 
‘The attending physician shautd compteta this [tem, 


Complete this Item when submitting this form for the first time for a given patient. 
Complete if applicable, 

Applies to services described in item 24, 

Complete if applicable. 


{A} Enter diagnosis, If known, The appropriate diagnasis code must be entered for each sepai condition, using the 
coding structure of the International Classification of Disesses, Clinical Modification, 9th Edition Ὁ 9 CM), 
These codes may be entered in [tem 23 or in item 24, Column D, The diagnosis must be Included tn actalm from δ 
Physiclan, dentist, nurse, chiropractor, of physicial therapist, 


(8) Omit, 

In Column A, enter month, day, and year for each service rendered, Use a separate line for each distinct procedure, If 
several office or therapy visits are claimed, the date of each visit should be listed, 

Column 8 shoutd be campleted using place of service cades on the reverse of the farm, 

Column δ should fully describe the service that was rendered, To the left, the appropriate code from the Physician's 
CurrentPracedurat Terminolagy, 4th Edition {CPT 4) must be entered, Do not use other codes, or make any other 
kind of entry in this snece. See discussion under GENERAL INFORMATION above, 

In Column D, enter the epproprlate ICD 9 CM diagnosis code or the reference number from Item 23 above, 

In Column Ε, enter the charge for each procedur¢ described, 


(i moltiple units of the same procedure are provided on ἃ single date, you may enter the number In Column Εν Services 
Provided an separate days must ba IIsted on separate linos, 


Column Gmay be omitted. 

The provider or 8 representative, must personally sign and date the clalm form, The claim eannot be Processed unfess it 
Is signed, By this signature, the provider certifies thet tha described services were In tact raridared as described, elthar 
personally or under direct personal supervision by the Provider; that the foregoing information Js true, accurate, and 

completa; further, that the services were medically necessary because of δ condition Indicated in item 23, In addition, 
the provider's signature indicates agreement to accept the Government's charga determination es Payment in full for 

Covered services (see the discussion of fee schedules under GENERAL INFORMATION above}, 

Nat appticable to the FECA program, 

Add all charges in [tem 24 Column E, and enter total. 

Enter the amount of any payment already received against the chargas Jn item 24, 

Enter the amount due {item 27 tess item 28}, 

See item 33. 

Enter address to which payment should be sent, ZIP code Is δὴ identifying feature in our system, and must be Included, 
(Optional) Enter your patient account number or other Identifier for this bill up τὸ 15 characters}, 

‘The Tax tdentitication Number is an important identifier on our automated system, If there Is no firm ‘or corporate 
Employer Identification number, the provider's Social Security Number should be entered. To speed Processing and 
reduce insccurscy of payment, providers who bill us frequently should, if passible, settle on a single Tax Identification 
Number - either corporate ar personal » to be used on all OWCP claims, OWCP is required to advise the Internat 


Revenue Service of the identity of all praviders af medical services and/or suppliet receiving payments of $800.00 οἵ 
mare ina calendar year, 


IF YOU 00 NOT ENTER YOUR TAX IDENTIFICATION NUMBER, YOUR CLAIM CANNOT BE PROCESSED, 
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Appendix B 


Supervisor’s Quick Reference Checklist 


If an employee is injured, you should: 


1. 
2. 


# U.S. Government Printing Office : 


Send employee to health unit - Room 4428. 


Employee should receive CA~-16 allowing him/her to 
go to a physician. Employee should also be given an 
OWCP-1500 health insurance claim form, a CA-17, 
and a CA-1. The employee will give the CA-16, 
CA-17, and 1500 to the physician. The supervisor fills 
out the CA-17 before the employee goes to the physi- 
cian and also completes the reverse side of CA-1. 
Employee completes remainder of CA-1. 


Forward completed CA-1 to ELRB. 
Explain COP to employee. 


1989 τ 242-428/06916 


Alert the employee that he/she must supply medical 
information via the CA-17 to support any claim for 
COP and note that the CA-16 is only good for 60 days 
from the date of issuance. 


. Keep in touch with the employee regarding his/her 


condition and his/her expected return to duty. 


. Prepare a written offer of a light duty assignment as 


necessary. 


. File additional papers as necessary, including the CA-3 


when the employee returns to work. Remember that 
all forms to be submitted to OWCP must be routed 
through ELRB. 
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